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Both promethazine and butobarbitone have valuable sedative 
effects which supplement one another. 

The anti-emetic activity of the promethazine content makes 
‘Sonergan’ particularly valuable for sedation in early pregnancy 
sickness, and before and after #s 
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“‘A recent annotation in the Journal, on the treatment 
of constipation, incriminates liquid paraffin as a cause 
of lipoid pneumonia and as an obstacle to the absorption 
of fat-soluble substances such as carotene and to 
the healing of wounds. In these days of economy in 
prescribing .... the biologically standardized form of 
senna* ... . 1s cheaper by half than paraffin, is far 
easier to dispense, and there is no wastage of storage 
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Burns and scalds 


An advance in antisepsis 





**We rely on the antibacterial properties of 
chlorhexidine as our first line of defence 


against infection” 
Lancet (1957), i, 862. 


For 14 months ‘Hibitane’ was used in a children’s hospital 
for the prophylactic treatment of burns and scalds. The rou- 
tine adopted was based on a preliminary cleansing with 1% 
‘Cetavion’, followed by ‘Hibitane’ “soaks”’. 


The results were excellent. 


Infection was rare (2°, in 108 patients as compared with 11%, 
in 92 cases over the previous 12 months). Superficial burns 
healed rapidly and deep burns developed a clean granulating 
surface which was eminently suitable for grafting. 

These, the latest investigations that have been published, 
once again demonstrate the exceptional value of ‘ Hibitane’ 
as a prophylactic agent in the antiseptic field. 


‘Hibitane’ 
CHLORHEXIDINE 


for safe, efficient antisepsis 





Available as: ‘HIBITANE’ CONCENTRATE (2%) 
*‘HIBITANE’ DIACETATE POWDER 
‘HIBITANE’ OBSTETRIC CREAM (1%) 
‘HIBITANE’ ANTISEPTIC CREAM 
Also ‘HIBITANE’ ANTISEPTIC LOZENGES 


tp) 








IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.751 
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JUST PUBLISHED 


An Introduction to 
PSYCHOPATHOLOGY 


D. RUSSELL DAVIS 
Reader in Clinical Psychology, University of Cambridge’ 
Consultant Psychiatrist, United Cambridge Hospitals] 





As a general rule psychiatrists]have’ little time_or opportunity to work_in a psycho- 
logical laboratory. Likewise, psychologists seldom have much knowledge’of the 
specialised problems that arise in the psychiatric clinic. Thus to both are denied, 
through lack of mutual understanding, many benefits that would be gained by 
successful co-operation. 


The purpose of this book is to bridge the gap between the psychiatric clinic and 
the psychological laboratory. It will be of service both to psychiatrists seeking for 
an explanation to their clinical problems, and to psychologists hoping to find 
practical applications for their research work. 


The first part reviews all the principal The second part discusses the mech- 
theories against a background of experi- anisms of behavioural and mental symp- 
mental evidence, obtained by recent re- toms in relation to modern psychological 
search; gives a detailed account of the knowledge and includes chapters on 
effects of the family environment upon the experimental neurosis, applications of 
mental development of children, in par- behaviour theories, disorders of mental 
ticular upon the development of intellec- functions and disorders resulting from 
tual functions, speech and language habits, brain lesions. The final chapter discusses 
and sexual behaviour; and describes fully methods of treatment and explains the 
disorders in the development of these rationale of modern  psychotherapeutic 


functions. methods 


The subject is presented in such a way that it will be of equal value to all who are 
engaged in medical practice as well as to many others who, although not practising 
medicine, are in some way professionally concerned with problems of nervous or 
mental illness, or of mental retardation, in children and adults. 


388 pages 30s. net 
OXFORD UNIVERSITY PRESS 
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JUST PUBLISHED 


The Evolution of 
MEDICAL EDUCATION 


in the Nineteenth Century 


CHARLES NEWMAN 


Dean of the Postgraduate Medical School, London 





SUMMARY OF CONTENTS 


I) MEDICAL EDUCATION IN 1800 
(i) The Medical Profession in 1800. (ii) Physicians. (iii) Surgeons. (iv) Apothe- 
caries. (v) Methods of Education. (vi) The Teaching Institutions. (vii) The 
Medical Student. (viii) Postgraduate Education. 


(II) THE REBIRTH OF SCIENCE AND THE APOTHECARIES’ ACT 
(i) The Rebirth of Science. (ii) Unqualified Practice. (iii) The Apothecaries’ Act. 


(111) THE EVOLUTION OF MEDICAL EDUCATION FROM WITHIN 1815-1858 
(i) The Nature of Reform. (ii) The Application of Science to Medicine—Physical 
Signs. (iii) Botany. (iv) Chemistry. (v) Clinical Methods in Examination Papers. 
(vi) Clinical Teaching. (vii) Progress in Pathology. (viii) The Curriculum. (ix) The 
Professions and their Education. (x) The London Medical Schools and the University 
of London. (xi) Provincial Schools. (xii) Improvements in Medical Schools. 
(xiii) Gains and Losses. (xiv) Reform at Cambridge. (xv) Reform at Oxford. 
(xvi) Conjoint Schemes. 


(IV) EXTERNAL REFORM AND THE MEDICAL ACT 
(i) Unqualified Practice. (ii) Wakley and the College of Surgeons. (iii) The 1834 
Committee. (iv) The Early Medical Bills. (v) Sir James Graham’s Bill. (vi) The 
1847 Committee. (vii) The Intermediate Bills. (viii) The Period of Confusion. 
(ix) The Medical Act. 


(V) THE SAFE GENERAL PRACTITIONER 
(i) Preliminary Education. ii) Examinations. iii) The Preliminary Sciences. 
(iv) The Curriculum. (v) Apprenticeship. (vi) The Art and Science of Medicine. 
(vii) The Single Portal. (viii) The General Medical Council. 

(VI) THE RISE OF LABORATORY MEDICINE 
(i) French and German Science. (ii) London and ‘ The Teaching University.’ 
(iii) Oxford. (iv) Cambridge. v) The Provisional Schools. (vi) The Royal 
Colleges. (vii) The Medical Education of Women. (viii) Postgraduate Education. 


352 pages 30s. net 
OXFORD UNIVERSITY PRESS 
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publication: August 
UNEXPECTED REACTIONS TO 
MODERN THERAPEUTICS : 
Antibiotics 


by Leo Schindel, M.». 


This survey represents material gathered from many 
hundreds of publications from all parts of the world 
Attention is called to the “ big” antibiotics like peni- 
cillin, streptomycin, chloramphenicol; the broad spec- 
trum antibioticsJsuch as chlortetracycline, oxytetracy- 
cline, and tetracycline itself; and, finally, erythromycin, 
neomycin, bacitracin, fumagillin, novobiecine, cyclose- 
rine and polymyxin are discussed. The general prac- 
titioner as well as the specialist will find it of immense 
interest and value 


160 pages 15s. net 


pNa 
publication : September 


CORTISONE THERAPY: 
Mainly Applied to the Rheumatic 


Diseases 
by 
J. H. Glyn, M.A., M.D., M.R.C.P., D.Phys.Med.. 
Consultant in Physical Medicine to the Prince 


of Wales and Tottenham Group of Hospitals, 
London. 


The work is the result of several years of intensive study 
in this country and the U.S.A. of the use of Cortisone 
and its associated drugs primarily in the treatment of 
Rheumatoid Arthritis. The author discusses from prac- 
tical experience the relative values of Cortisone, Corti- 
cotrophin, Hydrocortisone, Prednisone and Predniso- 
lone. The effects of treatment, the advantages and 
disadvantages, the indications and contra-indications, 
the technique of withdrawal, are carefully analysed and 
a broad general picture produced which should be of 
great value to everyone undertaking treatment with 
these new and powerful preparations. 


140 pages. 21s. net 





Wm. Heinemann Medical Books Ltd. 
99 Great Russell Street, W.C.! 
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Cassell Medical Books 


Coronary Heart 
Disease 


Angina Pectoris: Myocardial Infarction 
MILTON PLOTZ, M.D. 


Coronary heart disease—one of the major 
causes of death and disablement—is of 
urgent concern to all physicians. This 
monograph, the first full-scale discussion 
to appear in English for some years, is a 
scholarly presentation of current views 
on aetiology, diagnosis and treatment. 
90s. net 


The Clinical Management of 


Varicose Veins 
DAVID W. BARROW, M.D. 


2nd edition 45s. net 


37-38 ST. ANDREW’S HILL 
LONDON, E.C.4 





























MIDWIFERY FORCEPS 


FINEST SHEFFIELD STAINLESS STEEL 





C785 Barnes’ Midwifery Forceps with 
Simpson's handle and Neville’s axis 
traction rod £11-10-0 


C 784 (not illustrated) ditto Anderson as 

above without axis traction —- = oe 
C 780 Wrigley’s short pattern, 10} in, ... £6-18-6 
C 786 Haig Fergusson’s with axis traction. £11-10-0 
C787 (not illustrated) ditto Milne 

Murray's vs Pees ee 
C 783 Kielland’s cae <+ iieg 2s Ate. wae, 
Catalogue of surgery equipment sent post free on application 


The Holborn Surgical Instrument Co., Ltd. 
IS CHARTERHOUSE STREET, LONDON, E.C.! 
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Just Published 








EXTENSILE EXPOSURE 
By Professor ARNOLD K. HENRY, F.R.C.S.1. 


Second Edition 330 pages 298 illustrations 45s. 
USES OF EPIDEMIOLOGY A STUDENT'S HISTOLOGY 
By J. N. MORRIS, M.A., F.R.C.P., D.P.H. By H. S. D. GARVEN, B.Sc., M.D., F.R.S.E. 
143 pages. 28 illustrations. 17s. 6d. 662 pages. 776 illustrations. 55s. 


A PRACTICAL HANDBOOK OF 
CHRONIC BRONCHITISIN NEWCASTLE MID-WIFERY AND GYNAECOLOGY 


UPON TYNE Fifth Edition. By W. F. T. HAULTAIN, 0O.B.E., 
By A. G. OGILVIE, M.D., F.R.C.P., and D. J. F.R.C.S., F.R.C.P., F.R.C.O.G., and CLIFFORD 
NEWELL, M.A. (Cantab.). KENNEDY, F.R.C.S., F.R.C.0.G, 

128 pages. 6 illustrations. 15s. 420 pages. 61 illustrations. Ws. 


Two new historical books 
MEDICINE AND THE NAVY, 1200-1900 THE EFFECTS OF ARTS, TRADES AND 





Vol. 1, 1200-1649 PROFESSIONS ON HEALTH 
By JOHN J. KEEVIL, D.S.O., J.P., M.A., M.D. By CHARLES TURNER THACKRAH. intro- 
267 pages. 16 illustrations. 40s. a Essay by A. MEIKLEJOHN, M.D., 
To be completed in four vol 304 pages. 7 plates. 25s. 


Livingstone’s complete list sent on request 


E. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH 























PITMAN MEDICAL 





THE VOICE AND ITS DISORDERS 
Margaret Greene, L.C.S.T. 


A new book giving a complete survey of methods of treatment of the pathological voice. No other 
book available so clearly or comprehensively covers modern methods of speech therapy. 45s. net 


SURGERY 
Professors Allen, Harkins, Moyer and Rhoads, with 26 Contributors 


A massive symposium which draws contributions from all the American Medical Schools and which 
is virtually a testament to the teaching and practice of surgery in the U.S.A. today. £5 10s. net 


SPASTICS IN CHEYNE WALK 


Joan Si. George Saunders and Marjorie Napier 


An account of the work of the Centre for Spastic Children, Cheyne Walk, Chelsea, showing how a 
voluntary organisation can initiate an important project within the N.H.S, Much clinical experience 
in the study of cerebral palsy is included. 20s. net 





PITMAN MEDICAL PUBLISHING CO. LTD. 
45 NEW OXFORD STREET, LONDON, W.C,1 
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The Spencerflex for Men 





* co-relates back and abdominal support 
* allows complete freedom of action 
* protects scar following upper abdominal surgery 


Individuallyjdesigned,’cut, and made for each patient, this Support provides pelvic control, abdominal 
uplift, freedom for muscular action. Thus, at work, or play,or during convalescence, the Spencerflex 
favourably influences better posture and body mechanics 

Safe because it is made in non-elastic material that will not yield or slip under strain. Comfortable 
because it is individually designed according to the prescribed needs of each patient 

The extra width at back gives exceptional back support Ic is light, flexible-—-with no pressure on 
prominent part of hip bones 

The photograph at extreme right illustrates a Spencerflex designed as adjunct to treatment following 
upper abdominal surgery. Especially helpful in early ambulation and where drainage has been maintained 
for a considerable period. Completely covers and protects the scar without “ digging in"’ at lower ribs 
Relieves fatigue and strain—-even that caused by deep breathing and coughing-—on tissues and muscles 
of the wound area. We know of no other abdominal support for men which provides these benefits. 


For further information write to : 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 
Branch Offices 
LONDON : 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King Street, 2 Tel. : BLAckfriars 9075 
LIVERPOOL : 79 Church Street, } Tel.: ROYal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 Tel. : Leeds 3-3082 
(Opposite Town Hall Steps) 

BRISTOL: 44a Queen’s Road, 8 Tel. : Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel.: CENtral 3232 
EDINBURGH : 30a George Street, 2 Tel. : CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
Copyright supplied on request 
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Ride-a-cock-horse today but tomorrow she will be in hospital. Her parents 
are putting their faith in medicine to make her well again. The doctors and 
nurses, in their turn, put their faith in British Oxygen equipment and gases. 
In thousands of cases, every day, British Oxygen equipment and gases are 
used to ease pain and to save lives, 


(©) BRITISH OxYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anwsthetic, analgesic and therapeutic equipment and gases 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 


ROGGIMENE 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 


A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilaticn of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1% Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fi. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 





if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


SLOUGH BUCKINGHAMSHIRE 
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«cPL” ionex tabs provide 
day-long or night-long 
therapeutic effect 

on a single dose 


advantages: 
|. onedosegives 10-12 hour relief 
2. minimal toxicity 
3. controlled ionic exchange maintains optimal blood 
level throughout (independent of physiological 
factors and enteric coating). 


a 4 m a Pp a x % sustained action ‘ ionex-tabs’ 


10-12 hours freedom 
from bronchospasm 


formula: « ne-resinate 100 mg. (containing $ gr.ephed. hcl.), 
ylline 65 mg., bromvaletone 150 mg., mephenesin 50 mg 
dosage: |-2 ' 


et ng and on retiring. 
basic N.H.S. cost: 30 tablets 5/-. 


dexten* sustained action ‘lonex-tabs’ 


day-long appetite control plus 
all day mood elevation 


formula: dexamphet ne-resinate 25 mg. (containing 10 mg 
dosage: } tablet at breakfast time. 
basic N.H.S. cost: tablets 2/6. 


* A] 
ba r b i d ex % sustained action ‘ionex-tabs’ 


day-long relief of 

anxiety and depression 

formula: dexamphetamine-resinate 25 mg. (containing 10 mg. 
Jexa het h) phenobarbitone | gr. 


dosage: 4-1 t :blet at breakfast time. 
basic N.H.S. cost: 30 tablets 3/10. 


# regd. trademark 


A 
clinical samples, literature and case y 
reports sent on request 
. . 
—_--______~ _1} 


Clinical Products Ltd., Richmond, Surrey 
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Mio = Pressin Mio-Pressin' is a new, comprehensive 


treatment for hypertension. 
It has been effective in 75% 
of the reported cases. 

It is specific for 

maintenance treatment of the 
ambulant hypertensive 


A 


Smith Kline & French Laboratories Ltd 
Coldharbour Lane, London SES 


* Mio-Pressin’ is a trade mark 
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= What with fighting Roundheads 

ete : 
as / nd for ever combing his own long, 
¢ tangling locks, the Cavalier was altogether 
’ , ne much concerned with heads and hair. 
: And dandruff was no doubt equally the 


ine of his life as ours. 


The ¢ avalic r's vade mecum offered 


him no remedy for his aristocratic 
/ irritation But today the old and familiar 
“trouble has been mastered by SEBO- 
DERM, the creamy Cetrimide Shampoo 
spec ily ally for dandrutt. 
perhaps the most valuable 
recent addition to therapy (of scurt 
or dandruff) has been the introduc- 
tion of detergents such as cetrimide, 
whicl may be used alone or be 
in orporated mn shampoos, soaps or 
lotions.’’ Brit. Med. J., 2 (1956) 92. 
\ Seboderm contains 16.6% of 
\ Cetrimide B.P., the quaternary am- 


monium compound prescribed as most 
effective against dandrutf, Normally a 
single weekly treatment is sufficient to 


establish complete control. 


SebodSerm masters Dandruff 


Pro} 7 jidgdiv sent on request 


j‘ 


PRIORY LABORATORIES LIMITED 


WESt DRAYTON MIDDLESEX 
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Successful control 


of Functional Uterine 


Haemorrhage 


ee ee es ee ee ee ee ee es ee ee ee ee eee 





The treatment has proved most successful with young patients up to 


25 years old. Especially recommended 


curettage fail to prevent abnormal bleeding. 
Supplied as fused gelatine capsules in bottles of 25, 50, 100, 500 and 1000. 


Amfac glanules contain 

an active fraction of 
mammalian liver tissue whose 
outstanding action is to 
check menorrhagia 

and metrorrhagia, especially 
in puberty and 

adolescence, without 
reducing the normal 


menstrual flow. 


when other methods such as 


Literature available on request. 


AMFAC 
GLANULES 


Regd. Trade Mark 


we aes ees eee ee > ee ew ee es ee ee ee ee 


A. 


THE ARMOUR 
LABORATORIES 
(Armour & Company Ltd.) 
Hampden Park, 
Eastbourne, England 


Telephone : Hampden Park 740 
Telegrams : ‘“ Armolab " Eastbourne 


(eres 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 

arthritis and rheumatism 

























In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 
low. 










* Therapeutische Umschau 
VIIT, 1952, 10, 143. 


In 1 oz. tubes, basic 
N.HS. price in the 
U.K. 2/6 plus P.T. May be 
prescribed on Form E.C.10. 








Salicylic acid tetrahydrofurfuryl-ester 14% 


Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 











LLOYD-HAMOL LTD 


11 Waterloo Place, London, S.W.1. 
Whitehall 8654/8/6 


“Thank you, doctor” 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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to sound clinical 





In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 
iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that 
present in the diet is fully utilised for haemopoiesis. 


@ It is extremely well tolerated by patients of all ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 

Average daily dose of six FERRAPLEX B VITAMIN B COMPLEX EXTRACT: 2 grammes 
tablets contains prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin By) . . 3 mg. 


Riboflavine (Vitamin B2) 
Nicotinamide 


FERRI SULPH., EXSICC., .... I gramme 
COPPER CARBONATE 
and all the other naturally occurring factors of 


ASCORBIC ACID (Vitamin C).... the vitamin B complex. 


Bottles of 50 tablets: 5/3d (Retail); 250 tablets 15/6d (Basic N.H.S. price). 


C>FERRAPLEX B 


c. L. BENCARD LTD +- PARK ROYAL > LONDON: N.W.10 














‘Gentersal | 
CREAM 


A new, effective, well-tolerated form 
of gentian violet therapy 


=» rapid response 
=» less irritating 
=» less staining 


gentian violet 0.05". and 
alkyldimethyl-benzylammonium chloride 0.05% 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 
High Wycombe - England 








milder 





greatest 


ele), 42) =—,< 


Upjohn 











the clinical problem is soft tissue infection 


€.g.: ABSCESS CARBUNCLE FELON + MASTITIS 


ERYSIPELAS - OSTEOMYELITIS - INFECTED SEBACEOUS 
CYST. SURGICAL STUMP, OR LACERATION - OTHER 


LOCALIZED SUPPURATIVE PROCESSES 


Albamycin therapy is also commonly conclu- 

sive therapy in the majority of other “‘com- 

mon” infections—systemic, intestinal, uri- 

nary tract, respiratory tract, and ear. Clinical 
bk od 


with orally-effective Albamycin are 10 to 5 


response is prompt concentrations 
times higher than with other antibiotics, and 
significant serum concentrations persist up to 
24 hours or longer. Organisms susceptible to 
bactericidal Albamycin include Gram-posi- 
tive and a certain few important Gram-nega- 
tive pathogens (including many susceptible 
strains of staphylococci and Proteus resistant 


to other antibiotics). Albamycin is character- 
ized by exceptional gastrointestinal tolerance. 


{dults : 
15 mg./Kg. of body weight per day, in divided 
doses every 6 or 12 hours, Supplied Alba- 
mycin Tablets, 250 mg., botiles of 16 and 100. 


500 mg. every 12 hours. Children: 


Albamycin Syrup (125 mg. per 5 cc. tea- 
spoonful) , bottles of 2 fluid ounces, 

* TRADEMARK FOR UPIOHN'S BRAND OF NOVOBIOCIN 
| Upjohn 
Be eed 


UPJOHN OF ENGLAND LTD- CRAWLEY - SUSSEX 


Fine pharmaceuticals since 1686 
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Geigy Pharmaceutical Company Ltd., 





siule-yde)icella 


#EGD TRADE MARK 


In Superficial 
bmaletlislele) lal(-velba ty 


Butazolidin’s outstanding reputation in 
the treatment of rheumatic, disorders 
should not overshadow its value in 
rapidly relieving pain and swelling and 
in restoring normal temperature in 
superficial thrombophlebitis. 

It is rarely necessary for treatment to 
last more than one week. 


Geigy 


Detailed literature is available on 
request, 


Wythenshawe, Manchester, 23 
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ECONOMY 
PRESCRIBING 


without detriment to the 
treatment of patients 


CREMALGIN is a long acting rubefacient of high quality supplied at realistic 
cost on E.C.10. Every CREMALGIN prescription issued for the treatment of 
Rheumatism, Fibrositis, Sciatica, Lumbago, Muscular Pain and associated 
conditions represents up to 50°, saving to the National Health Service. Doctors 
are writing more than 150,000 prescriptions for rubefacient balms each month 
and have readily accepted this valuable means of sound N.H.S. Economy. 
* Methyl Nicotinate 1.0% 
Glycol Salicylate 10.0% 
Histamine Dihydrochloride 0.1% 
Capsicin 0.1% 
Excipient q.s. 


Basic Price to N.H.S.: 1 oz. dispensing tube 1/9d. 16 oz. dispensing jar, per oz.—1/24d. 


Note that these prices cover a full ounce prescribed 


CREMALGIN 


% Long-acting Rubefacient 


WEST PHARMACEUTICAL COMPANY LTD. 


82 VICTORIA STREET, LONDON, S.W.1. Telephone: TATE GALLERY 2580 
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VERILOID’, 






simplifies 
therapy in 
cases of moderate to 

severe hypertension... 


There is a valuable complementary 
action between ‘ Rauwiloid’ and ‘ Veriloid’, and 
the combination is a safe and effective therapy 


for moderate to severe hypertension. 


Rauwiloid’ is a standardised preparation of the alkaloid 


hydrochlorides of Rauwolfia serpentina. 


*Veriloid’ is a fractionated alkaloidal extract of Veratrum 


iride which is biologically standardised. 


wiloid + Veriloid’ is presented in bottles of 100 
roximately one month's treatment) 500 tablets. Each tablet 
ains 1 mg. of ‘Rauwiloid’ and 3 mg. of ‘Veriloid’. 





und‘ Veriloid’ are registered trade marks. Registered users; 


RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 
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There is now more than ample evidence of the 
great value of ‘Furadantin’ in the treatment 


of urinary infections. 


FURADANTIN 


Brand of Nitrofurantoin 


Tablets of 50 mg. in 
containers of 25 and 250 


DUNCAN FLOCKHART of Edinburgh 
The Doctors’ House 


Furadantin is manufactured by a Registered User of the trade mark under licence 


from The Norwich Pharmacal Company Eaton Laboratories Division) 


AFU 7/57 
EEE 
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the spasmolytic with a 
specific point of attack 


Because the action of Buscopan is specifically 
upon the hollow organs of the abdomen 

and the genito-urinary tract it relieves spasm 
quickly and smoothly without giving rise 

to unpleasant side-effects. Cases of gastric or 
duodenal ulcer, renal and biliary colic and 
spasmodic dysmenorrhcea will respond readily 
to its action. Accurate differentiation between 
organic obstruction and spastic conditions is 
often obtained by the use of Buscopan. 


BU S CGC O PAN ‘vvesines-suviormae 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent for 
c. H. Boehringer Sohn, tngeitheim am Rhein 
Registered proprietors of the Trade Mark. # Regd. Trade Mark. 





atarax 


hydroxyzine 

















Is there a ‘best’ antibiotic 





for routine use in 


General Practice? 


In general practice the ideal method of selecting an 
antibiotic—laboratory determination of precise sensi- 
tivity—is often impracticable. It causes delays which 
may be dangerous and, applied consistently by every 
general practitioner, would grossly overload avail- 


able laboratory facilities. 


In general practice, therefore, the need is for an 
antibiotic which clears almost all common infections 
quickly, and with a minimum of undesirable side 
effects. Simplicity of dosage is an added advantage, 
particularly where administration must be left to 


relatives or parents. 


PFIZER PHARMACEUTICALS 











Manufactured at Sandwich and proc 






a °§ 
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The valu ma cin 


TRACYCLINE 









OLEA 





neral Practi 


Over the whole range of infections susceptible to 
tetracycline, Sigmamycin offers enhanced potency, 
producing faster and more complete eradication. 
Matromycin* (the Pfizer brand of oleandomycin) is an 
exceptionally well-tolerated antibiotic. Its inclusion in 
Sigmamycin permits a reduction in the dose of tetra- 


cycline. Dosage is unusually simple: moderate infections 


in adults, one 250 mg. capsule every six hours; severe J 
infections, two 250 mg. capsules every six hours. In 

overwhelming infections a further increase may be 

needed and may safely be given. 





Sigmamycin is, therefore, a carefully calculated com- 
bination of antibiotics designed to offer enhanced 
activity, improved tolerance, and a simple scale of 
dosage over the whole range of ‘general practice’ infec- 
tions. The remarkable characteristics of this very 
successful combination have been amply demon- 
strated by extensive clinical trials. 

1 A full summary of current information on Sigmamycin, together with a 
review of clinical trials, is available upon application. 

} Sigmamycin 250 mg. capsules, each of which contains 167 mg. tetra- 
cycline and 83 mg. oleandomycin, are available in bottles of 16 and 100. 
Sigmamycin 50 mg. capsules, each of which contains 33-3 mg. tetra- 
cycline and 16.7 mg. oleandomycin, are available in bottles of 25 


and 100. 
*Trade Mark of Chas. Pfizer & Co., Inc. 


\d processed at Folkestone, Kent 








PFIZER PHARMACEUTICALS 


PFIZER LTD + FOLKESTONE: KENT 
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Reducing needs 


determination... 


Many obese patients while anxious to reduce find it difficult 
to keep to a prescribed diet. In cases such as these PRELUDIN 
is the complete answer because, by ts action on the appetite 
regulating centres in the hypothalamus, it curbs the desire 
to overeat and, since it affects neither heart nor the blood 
pressure, it can be safely prescribed in cases of cardiovascular 


disorders or hypertension 


he fiifief 


* 
PRELVDIM 
Brand of 2-pheny/-3-methyl-tetrabydro-1, 4-oxazine hydrochloride 
Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 


Cc. H. Boehringer Sohn, ingeitheim am Rhein 
Registered Proprietors of the Trade Mark. *Regd. Trade Mark. 
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Do vou demand that 


your ASTHMA [>> 
therapy be a 


R | TION. iLL Y Sympathomimet < drugs 
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PRINCIPLES ? 









Thera pevtics 


iSO-BRONCHISAN was first produced in 1953 and its modus operandi 


in bronchial asthma demonstrates that, as in education so in therapy, the best is 
rationally based on fundamental principles. The outer layer of the Iso-Bronchisan 
tablet, containing Isoprenaline, is quickly absorbed from beneath the tongue affording 
rapid relief from bronchospasm. The core, containing ephedrine and theophylline, is 
then swallowed and slowly absorbed with a resulting sustained bronchodilation, 
thus combining well established immediate and long acting bronchodilators in one 
tablet. Prescribable on E.C.10. 


Each Iso-Bronchisan tablet contains lsopropyl-Nor-Adrenaline (Isoprenaline) sulphate. .gr. 4 
Ephedrine hydrochlor. . és o gr. # 
Theophylline gr. 2 


(Special tablets available for children.) 
Samples and literature available on request from 
SILTEN LIMITED - SILTEN HOUSE + HATFIELD - HERTS 
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Gastric 


[rritation 





AND aspirin 


Aspirwn is a serious gastric irritant, particularly in peptic ulcer patients.” 


Catcium ASPIRIN .. . can be used with impunity, especially if pre- 


99 


scribed in soluble form. 


British Medical Journal, July 2nd, 1955 


SOLPRIN provides calcium aspirin in pure and stable form. 
CcoDIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 


the ordinary aspirin in tab. codein. co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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for refreshing sleep 
and a fresh awakening , 


Effective against all types of insomnia not due 4 
to pain, CARBRITAL* provides a combination 
of pentobarbitone sodium, a_ rapid-acting 
barbiturate, with carbromal, a mild sedative. 
This combination ensures the speedy onset of 
sleep and gently sustains it throughout the 
night, with little or no depression the following 


4 
‘ 
‘ 
‘ 
day. en 


*. 
. 


"ea? 


CARBRITAL 


*Trade Mark 
In bottles of 25 and 250 capsules each containing pentobarbitone 
sodium (14 grs.) and carbromal (4 grs.) Also as Carbrital Elixir. 


Parke, Davis & Co. Ltd. me. u.s.4.) Hounslow, Middlesex. Tel: Hounslow 2361 
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unhappiness 
embarrassment 
insecurity 
the cruel companions of acne 


Eskamel for acne 
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* 


free, flesh-tinted base 
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brings rapid improvement 


@, 


in acne, often in a few 
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days. ‘ Eskamel’ raises the 
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patient's morale : the flesh- 
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tinted base masks unsightly 


acne lesions,and is virtually 





— invisible when applied. 


@ Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SE5 
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TAMPAX... encourages women to lead 


a normal life during the 


Professional samples and 
monthly period. literature will gladly be 

It frees them from chafing of the thighs and supplied by Medical Dept., 
“bridging” effects Tampax Ltd., Belvue Road, 
rethra and anus caused Northolt, Greenford, 

It needs no belts or pins. Middlesex. 


avoids the undesirable 
between \ 


by perineal | 





SANITARY PROTECTION WORN INTERNALLY 





Triple Sulfa Cream 


TRADE MARK 


Prompt bacteriostasis . . . 


rapid healing... safe... 
in vaginitis and cervicitis 


in postpartum care 
following surgery and cautery 


x phathiazole phacetamide N Benzoylsulphanilamide 


\Ortho} 
Ny, 
Ortho Pharmaceutical Limited 
High Wycombe - England 
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“ But that’s just the point, Mr. Baxter... 


... it’s quite important to remember the difference between the two. 
Globin insulin contains a foreign protein, globin, to modify the action of the 
insulin, whereas 1.Z.S. contains no protein or peptide, other than the insulin 
itself. Let me stress once again, gentlemen, that the prolonged effect of 
1.Z.S. depends entirely on the appropriate adjustment of the particle size of the 
zinc insulin compound. It is because the effect of 1.Z.S. is independent 
of any modifying protein, that allergic reactions following its use are 
practically unknown. That is precisely why I.Z.S. is so suitable as the 


single daily injection of insulin in about 90 per cent. of diabetic patients. 
Any other questions?” 


1.Z.S. A.B. Vials of 10 c.c. 


+ 
40 or 80 units per c.c nstl Inn 


1.Z.S. (Am rphous) A.B. Vials of 10c 


40 or 80 units per c.c ; Z inc “a = 
I.Z.S. (Crystalline) A.B. Vials of 10 c.c Mess e AB 
40 or 80 units per c.c uspension o 


Joint Licensees and Manufacturers: 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 




















BIOTEXIN 


[Napili amelie lieclalalellelaree)i 
value in the treatment of 


staphylococcal infections 
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in hypertension 


ORAL 
CONVENIENCE 
WITH 
PARENTERAL 
RELIABILITY 


‘Inversine’ 





predictable control 
ORALLY 


Smooth control of hypertension with oral medication 
is possible only if the drug used is readily and 


dependably absorbed. 


INVERSINE’ alone of all available ganglionic blocking 
agents is comple tely absorbed when given orally. 
‘INVERSINE 1s a se ondary amine, not a quaternary 
ammonium compound. The effect of any given 
dosage on any one patient is entirely predictable — 
hitherto impossible with oral hexamethonium or 


pentolinium compounds 


‘INVERSINE’ offers these advantages :— 

Minimal fluctuation of blood pressure e Reproducible 
clinical response e Gradual onset and long duration 
of action e Small dosage e Effective in cases 

resistant to hexramethonium e Tolerance 
infrequently encountcred @ Parenteral 


administration unnecessary. 





ADE MARK 


Mecamylamine Hydrochloride TABLETS 


‘ Inversine’ (Mecamylamine) Hydrochloride 2.5 mg. half-scored and 10 mg. quarter-scored tablets 


are supplied in bottles of 100. 


GD MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


Literature and professional package gladly sent on request. 
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“Well in the lead..» 


Penicillin-V-Lilly is an effective oral penicillin that is 
stable in the acid form and is not inactivated by gastric 
secretions. For the first time in oral penicillin therapy, 
clinical results produced are consistently comparable 
with treatment by parenteral penicillin. 

When the case calls for penicillin let Penicillin- V-Lilly 
—the penicillin that “ passes the acid test "—be your 
choice. 

The average dose is 0.5 Gm. daily—125 mg, four times 
in 24 hours, increased in severe infections. 





Available as 

* Pulvules ’ 125 mg. (200,000 units), also 250 mg. and 60 mg. 
(Paediatric) 

Suspension 62.5 mg. per 5 cc. For paediatric use. 

and as Tascers and Suspexston Penicillin-V-Sulpha Lilly 
(Penicillin-V with Sulphonamides). 








Lilly 


EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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The indication for Daprisal is 


‘Daprisal’ is potent enough to be 
effective when ordinary analgesics fail. 
Yet ‘Daprisal’ is safe enough for 
routine use in conditions such as simple 
headache. Typical indications are: 
herpes zoster « post-influenzal malaise 
migraine « rheumatoid arthritis 
headache « trauma 


sinusitis headache « surgical pain 





*Daprisal’ is both safe and potent. It is the analgesic of 


choice in all but the mildest or the most agonising pain. 


Daprisal defeats pain 


@ Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SE5 
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Pre-eminent 


locally too.. 





ACHROMYCIN tetracycline is unsurpassed 
among broad-spectrum antibiotics. Not 
only is this true in severe generalised 
infections but in the strictly localised 
conditions too, where topical application 


of the drug can be relied upon to exert 


intensive antibacterial action—right at 
the site of infection—with gratifying 
certainty and with the minimum of side 
reactions. This valuable property of 


AcHROMYCIN has led to the formulation of 
a comprehensive range of topical pre- 
sentations each with a well defined place 
and purpose in general and hospital 


practice. 


ACHROMYCIRN' 


* REGD. TRADE MARK TETRACYCLINE 


SKIN INFECTIONS ~- Acunomycin Ointment 3% 
EYE INFECTIONS - Acuromycin Ophthalmic 
Ointment 1% 
Acuromycin Ophthalmic 
Powder Sterilised 
EAR INFECTIONS - Acnromycin for Ear Solution 
THROAT INFECTIONS - Acuaomycin Troches 


LEDERLE LABORATORIES DIVISION 
Cyanamid OF GREAT BRITAIN LTB, Londen CO 


AQ 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the 
antispasmodic, sedative and 
amylolytic properties of belladonna 
alkaloids, phenobarbitone and Taka-Diastase, presents a comprehensive 
therapeutic approach to the problem of visceral spasm. It has proved of 
great value in the relief and management of gastro-intestinal disturbances, 
Particularly peptic ulcer and the irritable colon syndrome. BARDASE may also be 


prescribed as a useful adjunct to other treatment in cases of ulcerative colitis. 
*Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 
Yellow sugar-coated tablets supplied in bottles of 50 and 500 
Bardase Liquid is available in bottles containing 4 and 16 fluid ounces 


ca 
ac~ ®, 


e 

3 IP): PARKE, DAVIS & COMPANY LTD. (Inc. U.S.A) HOUNSLOW, MIDDLESEX - HOUNSLOW 2361 
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TOWER OF LONDON 


For nearly 50 years now Cow & Gate Milk Foods have 
proved themselves to be a Tower of Strength when 
natural feeding fails. Apart from the Standard Foods 
—Full Cream (red tin), Half Cream (blue tin) and 
Humanised (yellow tin) we have a number of special 
foods designed to assist the profession in dealing with 
abnormal feeding problems. May we send you acopy of 
our Medical Handbook in which these are described? 






cow & GATE MILK FOODS 
GUILDFORD + SURREY 
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the long-acting antihistamine 


HISTRYL SPANSULE 


night and day relief from allergic symptoms 


with just one capsule qi2h 


Smith Kline @ French Laboratories Ltd Co\dharbour Lane, London SE5 


Histryl’ and‘ Spansule’* are trade marks *Brit. Pat. No. 742007 


SH:PAi27 
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...& leap in the air 


Scaling rapids and cascades, evading the otter, mounting the whole rocky waterway, it attains at 
last the cool cradle currents of the salmon redds. Through muscle and good technique it overcomes 
the barriers set up by Nature 


A natural barrier in the human body, the mucosal block, is perhaps more difficult 
to ovesezome. It keeps a great many patients constantly on the verge of iron 
deficiency anaemia. When oral iron is administered to an anaemic patient, the Hb 
level rises, but the more it rises, the more effective the mucosal block becomes—the 
more medicine is wasted. Body iron stores which buffer the cured anaemic patient 
against relapse remain depleted. But like the steep river gradient the natural barrier 
to iron can be overcome—through muscle and good technique. /ntramuscular iron 
by-passes the mucosal block 

PRESCRIPTION INFORMATION, Each 2m/. ampoule of Imferon will raise the Hb about 1.5°%,, (Sm. about 
4°.) as well as contributing to the replenishment of body iron stores, in an adult of average weight. 


Imferon is available in ampoules of 2ml. and Smi. in boxes of 10 and S ampoules respectively. A simple 


dosage calculator and notes on intramuscular injection technique for nurses are available on request. 


A ern Ferree uscurar non 
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Ferrum et scutum 
lanceaque 


(cum arte) 











rot bin normal Haemoglobin down 
Body n stores Body é Bod tores Body iron stores 


Suggested further reading: 


Blood, 1955, 10, 567. 


Bull. N.Y. Acad. Med., 1954, 30, 81. 
FF 


dimer. med. Ass., 1956, 162, 197. Ann. intern. Med., 1955, 42, 458. 


Ann, intern. Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 


Brit. Encyl. Med. Pract., Med. Progr., 1956, P.47. 
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Iron-Dextran Complex Trade Mark 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE PIONEERS IN PARENTERAL IRON THERAPY 
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In the prevention of 


Post partum haemorrhage 


HYALASE 


Trade Mark 


“the spreading factor”’ 






with ergometrine 
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BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRB 


= 7 oe 


' 











mmc 


ANNOUNCEMENTS 


A SI 











for the treatment of Acne Vulgaris — 


Acnil combines the therapeutic 
FORMULA 


qualities of Resorcinol, Cetrimide and 


Precipitated Sulphur in a masking Resorcinol $% 

: Precipitated Sulphur 3% 
cream base. The base is flesh-tinted Cetrimide 4° 
to conceal the acne spots during In a masking base 
treatment and women patients can 
apply face powder over Acnil 
without detriment to its curative action. 


Basic N.H.S. price 1 0z. pack 2/3d. 


The word Acnil is a regd. trade mark of 
Genatosan Ltd., Loughborough, Leics. 
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“an approach to the ideal is provided 
by a slowly dissolving antacid tablet which } 
is lodged between the gum and cheek. Thus, with 
each act of swallowing, alkali is carried down over | ~ 
the gullet to the stomach. It is remarkable how little is 
the quantity needed to depress effectively the 
concentration (pH) of gastric HCl. The 
first such tablet (‘nulacin’). . . .” 
Practitioner, January, 1957 
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NULACIN 
THERAPY 


—Simple, safe, effective 

















A Nulacin tablet effectively depresses the con- 
centration of gastric HCI in peptic ulcer and restinc 
other conditions of hyperacidity. It also provides ne 
protection against gastric HCI to the otherwise 
unprotected oesophageal wall and in such con- 
ditions as oesophagitis and hiatus hernia. 

SUPPLY. Nulacin tablets may be presciibed 
on E.C.10. The dispensing pack of 25 tablets is 
free of Purchase Tax. (Basic price to N.H.S.: 
2/-). Also available in tubes of 12. 


HORLICKS 
LIMITED 


Pharmaceutical Division, Slough, Bucks., England 


906327) | es 
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are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 





Patients who experience nausea and vomiting 
early in the attack or who are unable to 
tolerate oral treatment usually benefit from 
treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobutyl allylbarbituric acid 100 mg. 


Total alkaloids of belladonna 0.25 mg. 


Literature and samples are available on request 


SANDOZ PRODUCTS LIMITED 
ANDOZ 134, Wigmore Street London, W.1 
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A Superior 
Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medica- 
tion—provide the efficient analgesia expected from their 


content of aspirin. 


Their superior acceptability derives 


from their content of a reliable buffer which minimizes the 
tendency to gastric irritation sometimes caused by the use 


of aspirin alone. 


Advantages 


Composition 


Packs & Prices 





‘Alasil’ is an advanced sedative and anti- 
pyretic; it does not tend to induce gastric 
irritation; because of its high tolerability, 
it may be used for long-term administra- 
tion even to those with sensitive stomachs, 
and to children. 


‘Alasil’ Tablets contain the recognized 
antacid corrective, ‘Alocol’ (Colloidal 
Aluminium Hydroxide), which permits 
their sedative principle, acetylsalicylic acid, 
to exert its action with minimal risk of 
side-effects. 


Symptomatic pain generally, rheumatism, 
fibrositis, lumbago, headache, dysmenor- 
rhoea; dental pain. 


TO PHARMACISTS (P.T. exempt for dispensing 
Standard size: 1000 in 250 bottles, 30/8 
‘Juvenile’ size; 375, 6/6; 750, 11/3; 1,500, 21/6. 


Alasil 


Sample and literature onrequest to A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.! 








ALASIL JUVENILE TABLETS 


Alasil ‘Juvenile’ Tablets specially sized for children, and 
neither coloured nor flavoured, are packed in tubes bearing 
dosage-for-age instructions. 
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“Reducing Your Weight” is a new and easily followed guide to 
diet for weight reduction, and includes some simple advice and 
a varied menu. The folder is designed for handing to the patient, 
whose name may be written in a space provided on the cover. 

Quantities of this folder are available free of charge to medical 
practitioners. For a supply, or a specimen copy, write to the 
Energen Dietary Service at the address below. 

The Energen Dietary Service, staffed by qualified dietitians and 
under medical supervision, offers information and _ practical 
assistance in all dietary and nutritional problems. All sorvices are 
free of charge, and practitioners are invited to apply for details. 

(Available in U.K. only) 


The Head Dietitian 


25a Bryanston Square, London, W.1. Tel: AMBassador 9332 
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Upon many of its victims, hay-fever imposes an almost 


intolerable burden... a life sentence of disrupted 





summers. To such patients, * Actidil’ can mean the 
rediscovery of summer’s pleasures. Most potent of all 
antihistamines, * Actidil’ is remarkably quick to take effect. 
Indeed, the interval between administration and onset of 
relief has been reduced to a matter of minutes. Yet these 
exceptional benefits are available to patients of all ages, 
for * Actidil’ has a particularly wide safety margin and 
little tendency to evoke the drowsiness and other 


side-effects so often associated with antibistamine action. 


TODAY’S MOST POTENT ANTIHISTAMINE 
yet safe for your youngest patient 


FOR ADULTS Tablets 


4 tA 2-5 mgm.) : Bottles of 25, 
y.\  e= y 1 DD % 4 100 and 500 
FOR INFANTS AND 


BRAND TRIPROLIDINE HYDROCHLORIDE CHILDREN Elixir (1 mgm. 
* Actidil ’ per fluid drachm): 
Bottles of 20 fl. oz. 


% BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. F., 1: 444, 1957) 
that of 178 rheumatic patients, 25% could not take plain 
aspirin in adequate dosage. 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by 
the stomach (even on the heavy dosage needed for 
rheumatoid arthritis), but they are extremely palatable, 
disintegrate instantly on the tongue without water, and 
cause no discomfort or unpleasant after-sensation. 


... indicates 





non-irritant, palatable, 
quick-dispersing aspirin 












FOR ADULTS °* FOR CHILDREN 
. 
PAYNOCIL , Junior PAYNOCIL 
EACH TABLET CCNTAINS EACH TABLET CONTAINS 
: e ’ 

Acctylsalicylic acid......... IO grains Acctylsalicylic acid.......... 24 grains 
Aminoacetic acid ..... ; § grains ’ Aminoacetic acid ........... 14 grains 
aa 

PACKAGES in scaled foil str; PACKAGES in scaled foi] sirips: 
Cartons of 18. * Cartons of 20. 
Dispensing packs i - Dispensing pace 
of 240 : basic a Ao © of 240: basic 
N.H.S. cost tng LOA AM « N.H.S. cost 
(tax free) 21/8d. Cle tax free) 12 
* 
Detailed r dati for dosage in rheumatoid arthritis 
will be gladly supplied on request 601 /68.68)/1 


Cc. Le. BENCARDLTD. PARK ROYAL, LONDON, N.W.10 
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‘Hydrocortistab’ 


TOPICAL HYDROCORTISONE PREPARATIONS 





A comprehensive range to meet 
every requirement in dermatological 
and ophthalmological practice 
Skin ointment 

Eye ointment 

Eye drops 

Cream 

Lotion 


‘Hydromycin’ 


HYDROCORTISONE AND NEOMYCIN 
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BACKACHE and the common cold have much in common. They are both the 
bane of the general practitioner’s life, and in neither case can the unfortunate 
victim understand why the doctor can do nothing to put it 
The right, whereas every hoarding and most popular journals 
Symposium contain myriad remedies guaranteed to produce that result 
so devoutly desired by the patient. There is one important 
difference, however: the common cold has seldom more than nuisance value, 
whereas backache may be the first manifestation of a fatal disease. Thus, 
the practitioner is faced with the two-fold problem in every case of backache: 
the elucidation of the cause and the treatment of the underlying lesion. 
So far as the cause of that most common form of backache, usually referred 
to as lumbago, is concerned, we are still very much in the dark. Even its 
definition is difficult, but as good a working one as any is that of Dr. Burt 
(p. 147): ‘pain in the lower part of the back which is abrupt in onset, severe 
and crippling, and of short duration’. What is required, if we are to make 
any progress in its understanding, is, as Professor D. V. Davies points out in 
his introductory article this month, ‘accurate observation and sound reason- 
ing based on the few known facts’. Meanwhile, it is clear from our sym- 
posium that there is much that the practitioner can do to relieve, if not 
cure, this vexatious hazard of life. 





To commemorate the centenary of the introduction of bromides to clinical 
medicine we are including an article on the subject in our Revision Corner 
series this month (p. 208). It is appropriate that this should be 
Bromide written by an Edinburgh graduate because it was another 
Centenary graduate of this University who was responsible for introducing 
the use of bromides in the treatment of epilepsy in 1857. 
Curiously enough, this was an obstetrician—Sir Charles Locock, physician 
accoucheur to Queen Victoria. The announcement was anything but formal, 
and was made at a meeting of the Royal Medical and Chirurgical Society of 
London, of which Locock was then president. The Society had listened to a 
paper by Sir (then Dr.) Edmund Sieveking, the eminent neurologist, on 
remedies for epilepsy—-a selection ranging from cotyledon umbilicus to 
digitalis. In the subsequent discussion Locock reported that out-of fourteen 
or fifteen cases treated by potassium bromide, ‘only one has remained 
uncured’. 
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For the next sixty years bromides were to remain supreme in the treatment 
of epilepsy, During the subsequent forty years they have almost passed into 
oblivion. Like all good things they were abused, but there are many who 
are wondering whether the pharmacological pundits are going too far in 
their condemnation. As Dr. Seward points out in his article on p. 209, their 
discriminate use is preferable to the mass prescribing of barbiturates which 
constitutes one of the major therapeutic problems of today. It is perhaps 
significant that in a recent review of ‘drug therapy in convulsive disorders’ 
which is summarized in ‘Practical Notes’ this month (p. 216), Dr. Daly of 
the Mayo Clinic expresses the view that ‘in an occasional patient they 
[bromides] will provide satisfactory control when many other medications 
have failed . . . their use in intractable cases perhaps merits more attention 
than they have received’. 


Wuere does the responsibility of the State for the individual welfare of its 
citizens begin and end? To what extent is the modern craze for ‘welfare’ 
undermining community life and the independence of 
Social Work in the citizen? How much more can the State afford to 
General Practice spend on subsidizing the horde of welfare organizations 
which are now to be found throughout the breadth of 
the land? These are some of the questions which are provoked by an article 
on ‘Social work in general practice’, by Mrs. M. Y. Dudgeon, a social worker 
in the University of Belfast (Med. Offr, 1957, 97, 347), based upon her 
experience as a part-time social worker with a general practitioner in 
Northern Ireland. The practice was one of 1,371 patients grouped in 417 
families. 

In spite of the fact that the practice was situated in ‘a prosperous rural 
district, within easy reach of a city’, during the course of the year she spent 
in the practice Mrs. Dudgeon found that more than a quarter (118) of the 
families were ‘probably in need of some form of social care’. In 28 families 
the problems were associated with chronic illness, in 19 with marital or 
family friction, in 13 with old age. When it is realized that none of the three 
major social problems—unemployment, bad housing, and poverty—existed 
to any great extent, the comparable findings in certain urban industrial 
practices might well be terrifying in the prospect they open up of unlimited 
demands on the Exchequer. The problem is not a new one, but the time has 
come when careful thought must be given to the issues at stake. These are 
not merely the increasing load which is being laid upon the shoulders of the 
conscientious practitioner. The major issue is much more fundamental. 
It is the insidious undermining of the spirit of independence and self- 
reliance which has hitherto been the hall-mark of the British race. There 
will always be the unfortunate in our midst, for whom the doctor and the 
priest will need to provide, with the assistance of the State and those of 
goodwill. The danger is that in their craze for regulations and controls the 
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politicians of all parties will produce a race of mental and spiritual morons 
whose only ambition in life will be to accept everything and give nothing. 


A REVIEW of the midwifery carried out by 116 general practitioners in 
South-West England during the course of a year, which has just been 
published by the College of General Practitioners (‘An 
G.P. Obstetric Survey’. Price 6s.), throws an interesting light on 
Obstetricians the present status and scope of obstetrics in general practice. 
The number of deliveries covered by the survey was 4,277, 
of which 790 took place in specialist hospitals. This leaves an average of 
about 30 deliveries per doctor: 16 home deliveries, two nursing-home 
deliveries, and 10 general-practitioner hospital deliveries. The 1,205 
general-practitioner hospital deliveries, however, were divided among only 
72 of the practitioners, giving them an average rate of 16 per doctor— 
compared with the national average of 2.25 per general practitioner. 
Practically a third of the participating practitioners attended all deliveries as 
routine, and 70 per cent. attended all primipare. The number of antenatal 
examinations per pregnancy was seven or more in 63 per cent. of cases. The 
over-all perinatal mortality (stillbirths plus neonatal deaths per 1000 births) 
was 33.9; for deliveries under general practitioner supervision it was 23.5. 
The over-all average for the area was 39. 

These are but a few of the main facts culled from a report which is 
deserving of the most careful attention, not only by general practitioners, 
but also by those responsible for the organization of the maternity services 
of the country. If family practice is to be retained as the integral feature of 
British medicine, the general practitioner must be allowed to retain as much 
as possible of the midwifery within his practice. It may be that the standard 
of obstetrics is higher in the south-west of England than it is in certain other 
parts of the country. Even making allowances for this, it is clear from this 
survey that, given the facilities, the general practitioner is as capable of look- 
ing after his patients in pregnancy and labour as he is capable of looking 
after their children and their grandparents. 


For every visit to a patient under the age of 65, a general practitioner pays 
three or four to patients over this age. Of all men and women aged 65 and 
over in Britain, 25 per cent. have no children to assist them 

The Doctor in time of need. This is why, as Dr. W. Ferguson Anderson 
and the Aged points out in his John Matheson Shaw lecture (“The care 
of the elderly sick in general practice’. The Royal College 

of Physicians of Edinburgh. Price 3s. 6d.), ‘there is urgent need today for an 
understanding of the illnesses of the elderly’. In his lecture, which is full of 
sound practical advice which should be studied by every general practitioner, 
Dr. Anderson stresses the diagnostic snares which await the unwary in 
dealing with the elderly. The painlessness of coronary thrombosis and the 
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‘acute abdomen’, the importance of fecal impaction (‘this common and 
frequently fatal disease’), the frequency of self-medication as a cause of 
diarrhcea—these are but a few of the points brought out in his lecture. 

Equally important is the decision as to whether the patients be treated 
at home or in hospital. ‘Old people are much happier in their own homes 
and every possible means of help should be enlisted to keep them there’. 
On the other hand, if hospital treatment is necessary, this must be arranged 
quickly ‘to get him better rapidly and to return him to his own home’. 
Equally important is the reminder that ‘the elderly ill person quickly 
becomes pathetic if not treated vigorously . . . The old ill person must be 
re-established as an individual and contact must be made between him and 
his surroundings. He must be encouraged to lose his feelings of uselessness. 
The patient must be treated, not just the disease’. Seldom has the manage- 
ment of the elderly sick been more ably and concisely summarized than in 
this lecture. 


ALTHOUGH there are few things more esthetically displeasing than many of 
the female feet seen in the doctor’s consulting room, it is interesting to 
realize that there is no anatomical or esthetic norm for the 
The Classic ideal foot. The position was admirably epitomized by that 
Foot master-anatomist, Wood Jones: ‘It is difficult to know what 
is meant by the terms “perfect” or “ideal” applied to the 
human foot, but in the last resort those who use these terms would confess 
that a foot having a second toe longer than the big toe is what the terms 
connote. That such a foot is perfect or ideal in the sense of its representing 
the most definitely human type cannot, of course, be maintained for a 
moment. That it is more beautiful is a matter of taste, but since it is slightly 
more frequent in the female than the male, perhaps such taste is justified. 
That it was ever the ideal foot of the Greek master sculptors has been denied 
by authorities on Greek works of art’. 

In an attempt to clarify this controversial point, A. W. Swallow (The 
Chiropodist, 1957, 21, 179) has examined some eighty samples of Greek 
and Roman statuary in the British Museum. His findings show that there 
was no particular pattern of forefoot which could be recognized as a standard 
or norm. ‘Thus, of twenty specimens of feet examined in one room, only 
eight showed the second toe longest; the others had the first toe longest or 
equal to the second. ‘Two other interesting observations were that there was 
a pronounced cleft between the first and second toes in all the specimens 
examined, whilst in nearly all cases the fifth toe was retracted, sometimes 
rotated and not uncommonly lacking in contact with the ground. Thus, 
although the idea of the Greek foot is apparently still taught in many art 
schools, there is no anatomical evidence to allow of its precise definition. 
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THE ANATOMICAL AND 
PHYSIOLOGICAL BASIS OF 
LOW BACK PAIN 


By D. V. DAVIES, M.B., B.S. 
Professor of Anatomy, St. Thomas's Hospital Medical School 


Low back pain often presents one of the most difficult clinical problems, 
mainly on account of the variety of tissues which may be involved, their 
anatomical complexity, and the lack of knowledge concerning the mech- 
anism and significance of pain, coupled with uncertainties concerning the 
etiology and pathology of many lesions. These factors have furthermore 
led to much ill-founded speculation which now pervades the literature and 
hampers proper unbiased investigation. 


THE DEVELOPMENT OF THE VERTEBRAL COLUMN 
A brief review of the development of the vertebral column is necessary for 
a proper understanding of the congenital defects encountered in the lower 
back and also of the significance of certain parts such as the intervertebral 
disc. 


In its earliest stage of development the axial skeleton is represented by a con- 
tinuous rod of cells, the notochord, lying ventral to the neural tube. On either side 
these structures are flanked by the mesodermal somites. The cells in the ventri- 
medial part of each somite or sclerotome migrate medially around the notochord 
and neural tube to form a segmented mesodermal vertebral column, leaving the 
dorsilateral portion, or dermomyotome, to form the muscles and connective tissues 
of the back (fig. 1). A central disc-shaped area of condensation now differentiates 
about midway between the upper and lower surfaces of that part of the sclerotome 
around the notochord and marks the site of the future intervertebral disc; the 
caudal, less condensed, portion of each sclerotome unites with the cranial portion 
of the next succeeding segment to form the mesodermal rudiment of a vertebral 
body, which thus occupies an intersegmental position in relation to the myotomes. The 
sclerotomic mesoderm dorsal and lateral to the neural tube is destined to form the 
neural arch, its processes and the ligaments connecting these. Chondrification 
follows from bilateral centres in the vertebral body and the neural arch to form 
a cartilaginous vertebral column. The rod of notochordal cells within the body of 
a vertebra becomes attenuated, its cells degenerate and ultimately disappear. Within 
the intervertebral disc, however, these cells proliferate for a while and form the 
nucleus pulposus, whilst the surrounding dense zone of mesoderm, after contribut- 
ing to the development of the bodies of the vertebrz, differentiates into the annulus 
fibrosus. 


The neural arch, its processes and the posterolateral portions of the 
vertebral body ossify from bilateral primary centres. The remaining major 
portion of the body, the centrum, is ossified from a single centre. 


The two halves of the neural arch unite with one another behind and with the 
centrum in front by about 6 to 7 years of age, by which time the central nervous 
system is almost adult in size. Failure of union of the neural arches behind results 
in spina bifida. Secondary centres of ossification later appear peripherally in the 
thin layer of hyaline cartilage clothing the upper and lower surfaces of the vertebral 
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bodies, forming ring-like epiphyses which remain separate until the cessation of 
growth at about 25 years of age. Secondary centres also appear at the tips of the 
spinous and transverse processes. The latter are particularly well marked in the 
lumbar region and on occasion may remain separate to adult life. 

During postnatal growth and even before birth increase in depth of the 
vertebral bodies occurs by deposition of bone on the anterior surface; this 
is accompanied by a 
corresponding growth Neural tube 
of the annulus fibrosus 


and a consequent re- 
lative backward dis- , 

a omite 
placement of the ° 
nucleus pulposus, 


which was originally 
more or less central 






Dermomyotome 


Sclerotome 


in position. 
Hemivertebra may 
result from failure of 


migration of the | agrees ; 

; Fic. 1.—Diagram to show the early relations of the neural 
sclerotomic meso- tube, notochord and somite. The shaded area is the 
derm, from persis- sclerotome and the arrows indicate the pathways of mi- 

gration of its cells to form the mesodermal vertebral 
tence of the notochord column. 


within the vertebral 

bodies (Walmsley, 1953), or from failure of one of the centres of chondrifica- 
tion in the vertebral body. Spondylosis, in which there is a discontinuity of the 
neural arch in the region between the articular processes, usually affecting 
either the fourth or fifth lumbar vertebra, has been regarded, with justi- 
fication, as a congenital abnormality. It arises from the occasional presence 
and failure of union of two centres of ossification in each half of the neural 
arch, one responsible for the pedicles and superior articular process, the 
other for the lamina and inferior articular process. 

In addition to these congenital abnormalities, departures from the cus- 
tomary vertebral formula, C,, T,., L;, C4, are frequent, particularly at the 
lumbosacral junction, and are familiar to all as lumbarization of the first 
sacral, or sacralization of the last lumbar vertebra. When complete these 
present no problem, but the clinical significance of incomplete derangements 
of metamerism is subject to controversy. In this condition the transverse 
process of the last lumbar vertebra is unusually massive and articulates with 
the sacrum below, the ilium laterally, or both. 

The bodies of the vertebra from the upper thoracic region to the sacrum 
bear an increasing amount of weight and become progressively more massive 
as they are traced downwards, forming, when viewed from in front, a 
pyramidal mass with the apex at the third or fourth thoracic vertebra and 
the base at the sacrum. The lumbar transverse processes are long and slender 
and prone to fracture, except that of the fifth lumbar vertebra which is 
massive and gives attachment to the ilio-lumbar ligament. 
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The cancellous spaces within the vertebre contain red bone marrow and 
are active sites of hematopoiesis throughout life. This is to be borne in 
mind in the treatment of low back pain by deep x-ray therapy, which may 
precipitate aplastic anemia. This marrow is also often affected in diseases 
of the hzmatopoietic system, such as multiple myelomatosis. Furthermore, 
it is highly vascular and its veins drain into the vertebral venous plexus, 
thus rendering it a frequent site of secondary malignant deposits. Apart 
from peripheral rims marking the sites of the annular epiphyses, the upper 
and lower surfaces of the vertebral body consist of cancellous bone which 
is only separated by a thin layer of hyaline cartilage from the intervertebral 
disc. Prolapse of the nucleus pulposus into the interior of the bodies thus 
occurs with some readiness. 


THE THORACO-LUMBAR AND LUMBO-SACRAL JUNCTIONS 
Special interest attaches to the thoraco-lumbar and lumbo-sacral junctions. 
Metameric derangements have already been mentioned here; these regions 
also mark the sites of change of movement and of increased leverage. At 
the thoraco-lumbar junction the change in type of movement from free 
rotation in the lower thoracic region to considerably limited rotation but 
free flexion and extension in the lumbar region is marked by a change in 
the direction of the articular processes. At the junction, one vertebra, 
usually the eleventh thoracic, less often the tenth or twelfth, bears typical 
thoracic superior articular processes, facing backwards, upwards and out- 
wards above, and typical lumbar inferior articular processes with the arti- 
cular surface facing outwards below. Contrary to the usual belief, rotation 
is not totally absent in the lumbar region and the articular surfaces between 
the vertebral arches are not plane but somewhat cupped and allow some 
rotation which is significant in progression. The thoraco-lumbar junction is 
also the meeting point of two opposite curves and is distinguished by a 
sudden increase in the size of the vertebral bodies and of their pedicles. 
The high incidence of crush fracture and tuberculosis at the thoraco- 
lumbar junction is related to the strains to which this region is subjected. 
Likewise, at the lumbo-sacral junction movement of the vertebre on one 
another ceases abruptly and there is a sharp angulation, amounting to about 
120°—the lumbo-sacral angle. It should be noted that the lumbar curve is 
not uniform and is sharpest in the lower lumbar region where flexion and 
extension and lateral flexion are also maximal. 


THE VERTEBRAL VENOUS PLEXUS 
Around the whole vertebral column, within the vertebral canal and outside 
the vertebrz, is a massive venous plexus, the vertebral venous plexus, which 
drains the spinal cord and vertebral bodies and communicates freely through 
the intervertebral foramina with the pelvic venous plexus, the lumbar, inter- 
costal and vertebral veins and cranial venous sinuses. It and its connexions 
are devoid of valves and form an uninterrupted channel of communication 
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between the drainages of the superior and inferior venz cave and, what is 
more important, it forms a route whereby metastases may readily spread, 
particularly from the pelvic and thoracic organs to the vertebrz and spinal 
cord. 

THE INTERVERTEBRAL DISCS 
As with the bodies of the vertebra, the intervertebral discs become pro- 
gressively thicker and 
larger from the mid- 
thoracic region to the 
sacrum. Furthermore, 
of the two parts of Compact bone 
the disc, the peri- 
pheral laminated 
fibro-cartilaginous an- 
nulus fibrosus and the ‘v'#¥* pulposus 
central pulpy nucleus 
pulposus, the latter is 
larger and more dis- Fic, 2.—Diagram of the medial aspect of two lumbar 
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Intervertebral foramen 


Cance'lous bone 


Hyaline cartilage 
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Spinal nerve trunk 


tinct in the lumbar re- vertebra and the intervening intervertebral disc sectioned 
: sagittally in the midline to illustrate the structure of the 
gion than elsewhere disc and the relations of the issuing spinal nerve trunk. 


(fig. 2). The laminz 

of the annulus fibrosus do not form complete rings but encompass 
about half of the nucleus pulposus and at their ends become attenuated 
or bifurcated to enclose the ends of adjacent laminzw. The collagenous fibres 
in the laminz run obliquely between the vertebral bodies and are inclined 
at an angle of about 30° to the horizontal, those in adjacent laminz running 
in opposite directions, thus providing a mechanism for the restriction of 
movement. The laminz blend with the nucleus pulposus centrally and with 
the longitudinal ligaments of the vertebral column peripherally. Immedi- 
ately behind the nucleus pulposus the laminated arrangement is replaced 
by a much more complex interweaving of the collagenous fibres. The 
lumbar curve renders the intervertebral disc wider in front than behind 
and compresses in particular the posterior region of the disc so that the 
collagenous laminz here take a course which is convex backwards towards 
the vertebral canal. Walmsley (1953) suggests that these collagenous fibres 
are best designed to withstand tension and not compression and that the 
conditions prevailing in the lumbar region are prone to lead to degenerative 
changes in them, which may become manifest at an early age. 

The nucleus pulposus, initially distinct from the annulus fibrosus, and 
consisting solely of notochordal material, is progressively invaded with age 
by fibroblasts, cartilage cells and collagenous fibres from the surrounding 
annulus fibrosus. The notochordal cells degenerate, disappear and the whole 
becomes denser, drier and of a yellowish colour. In postnatal life the nucleus 
pulposus lies nearer the hinder than the anterior part of the disc, is tightly 
girt by the laminz of the annulus and is under constant tension. A few 
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blood vessels penetrate into the peripheral portion only and its nutrition is 
believed to be by diffusion from the vertebral bodies, particularly through 
the porous parts of the upper and lower surfaces. As Walmsley (1953) points 
out, the disc between the fifth lumbar vertebra and the sacrum forms the 
largest slab of avascular tissue in the body, which accounts, in part at least, 
for the frequency of degenerative changes in it. Furthermore, it would 
appear that after experimental lesions the peripheral regions of the disc 
heal and may ossify but the central laminz are separated by a protrusion 
of the nucleus pulposus and do not heal. Lesions in the disc interfere with 
the mechanics of the spine and are liable to lead to secondary changes in 
the synovial joints between the vertebral arches. 

The relations of the intervertebral disc are important with regard to these 
degenerative changes and resultant protrusions of the nucleus pulposus 
(fig. 2). Behind it is the posterior longitudinal ligament, and also the dural 
and arachnoid sheaths around the spinal cord or cauda equina. These sheaths 
are separated from the bodies of the vertebre by fat and the vertebral 
venous plexus; at the discs the degree of separation is much less and their 
relation to the disc more intimate. Posterolateral to the disc is the inter- 
vertebral foramen, bounded in front by the margins of the vertebral bodies 
and the intervening disc, above and below by the pedicles and behind by 
the synovial joints between the neural arches—highly significant relations 
in low back pain and pain radiating to the lower limb (fig. 2). The issuing 
spinal nerve and its roots wind obliquely around the posterolateral aspect 
of the disc to emerge at the lower part of the intervertebral foramen and the 
nerve can be directly compressed or stimulated by a protrusion of the disc. 
Traced down, the lumbar nerves progressively increase in size so that the 
fifth lumbar nerve almost fills the foramen between its vertebra and the 
sacrum. Accompanying each nerve in the foramen are the communications 
of the vertebral venous plexus, a small spinal artery and a little fat. 

The complexity of the muscular and ligamentous attachments of the 
vertebral column must be noted and details of these are best studied in 
special articles; the standard textbooks tend to over-simplify the position. 
This applies also to the anatomy of the sacro-iliac joint, with its obliquely 
set, undulating but mutually adapted surfaces and its strong interosseous 
and posterior ligaments. Rotation at this joint is prevented by the complex 
ilio-lumbar and sacrotuberous ligaments; movement here, usually very 
restricted, is noticeably increased by softening of the ligaments in preg- 
nancy. This, combined with the lordosis which is normal in this condition, 
predisposes to ligamentous strain and displacement. 


DISCUSSION 
In the present state of our knowledge it is difficult to assess the significance 
and mechanism of pain and tenderness in the lower back and radiating to 
the lower limbs. In this connexion, however, the work of Kellgren (1939) is 
particularly interesting. The distribution of the pain arising in somatic 
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structures, such as the periosteum, ligaments and muscles, whether localized 
and confined to the region in which it is generated or whether diffuse and 
referred upon a spinal segmental pattern, depends more upon the depth of 
the structure stimulated than upon its nature, whether fascial, periosteal, 
muscular or ligamentous. Pain arising deep to the deep fascia tends to be 
diffuse and segmentally distributed: i.e. it is projected to the area innervated 
by the spinal nerve supplying the structure. Pain arising in muscles or 
interspinous ligaments is a continuous ache and is associated with tender- 
ness in the territory of its distribution. 

In connexion with lesions within the vertebral canal, it is well perhaps 
to point out here that the interspinous ligaments, perimeningeal tissues and 
dura are supplied by a recurrent meningeal branch (nervus sinuvertebralis) 
from the spinal nerve, which re-enters through the intervertebral foramen 
and carries with it a contribution of fibres from the sympathetic trunk. 

The lower back pain of gynecological conditions is an even more per- 
plexing problem. Its origin and the pathways by which the impulses are 
carried are subject to considerable doubt. Sensory impulses from the 
uterus are believed to be carried to the central nervous system through the 
abdominal sympathetic nerves, particularly or perhaps exclusively through 
the hypogastric plexus (presacral nerve); the sacral parasympathetic contri- 
bution to the uterus is small and the motor and sensory innervation of the 
organ is predominantly sympathetic. Little is known of the innervation of 
the parametrial tissues, although these may well be involved in the produc- 
tion of low back pain which occurs in conditions such as cervicitis, carci- 
noma of the cervix extending to the uterosacral ligaments and endometritis. 
Nor is the innervation of the pelvic peritoneum at all clear; in the upper 
abdomen the parietal peritoneum and the mesenteries almost to the gut are 
supplied by the somatic nerves T, to L,, but presumably this innervation 
only extends to the region of the pelvic brim. Low back ache arising from 
the pelvic organs is referred to the skin areas supplied by the posterior 
primary rami of sacral nerves, S,, 5, 4, especially the latter, but whether the 
pelvic peritoneum or parametrial tissues or both receive their supply from 
these nerves is still to be decided. 

There is clearly much opportunity left for unbiased and accurate clinical, 
physiological and anatomical observation concerning the mechanism 
and distribution of pain arising from localized lesions or stimulation of the 
tissues in the back and within the pelvis. There is much confusion and 
little agreement on many aspects of the problem and nothing can be gained 
from elaborate theories unsupported by accurate observation and sound 
reasoning based on the few known facts. 
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BACKACHE FROM ORGANIC 
DISEASE (EXCLUDING 
GYNACOLOGICAL CAUSES) 


By A. M. COOKE, D.M., F.R.C.P. 
Physician, Radcliffe Infirmary, Oxford 


THE writer of an article such as this is faced with the dilemma of including 
too few or including too many conditions known to produce backache. 
Judging from the experience of other authors, he will have no difficulty in 
compiling a list of some 125 separate and distinct pathological conditions 
that cause this symptom (Lewin, 1955). He may feel that the longer and 
more impressive his list, the more satisfied his readers will be but, however 
long his list, omissions will certainly be detected, and such an article would 
be of unwieldy length and depressing dullness. It is therefore proposed to 
discuss the subject from three main aspects: general principles, the diseases 
most commonly encountered, and some of the conditions that present 
particular diagnostic difficulties. This method involves the omission of such 
well-tried textbook favourites as gumma, actinomycosis, hydatid disease, 
typhoid, smallpox, and gonorrhea. These conditions do occur, but rarely 
now in ordinary practice in this country. Some of the omissions are, of 
course, remedied in the other articles in the symposium. 

The subject of backache is so liable to become hazy and obscure that there 
is something to be said for trying to put it on level terms with the other main 
presenting symptoms of medicine. The diagnostic problem of backache due 
to organic disease is not substantially different from that relating to pain in 
other sites, and can, like other medical diagnosis, be simple, difficult, or even 
impossible. Practitioners sometimes speak and act as though backache were 
a mysterious and esoteric complaint, and different from the general run of 
medical problems. In my opinion this is not so, and the diagnosis is best 
reached by the standard procedures of a really careful history, a compre- 
hensive examination, and the appropriate investigations. Sometimes a 
therapeutic test may be admissible. 


HISTORY 
The history should include inquiry (so far as possible without leading 
questions) as to the exact site and character of the pain, its duration, mode 
of onset, and whether it is affected by eating, defecation, micturition, 
menstruation, movement, exertion or posture. Has there been any injury, 
recent or remote, at work or play? Is any cause obvious to the patient? Is the 
pain affected by coughing, sneezing or straining at stool? What factors make 
it worse and what make it better? Is it worse at any particular season or time 
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of day? Does it disturb sleep? What treatment has been tried and with what 
result? It is equally important to inquire about the patient’s general health: 
appetite, digestion, bowels, micturition, menstruation, sleeping, weight, 
dietary habits, smoking, drinking, occupation, and recreations. 


EXAMINATION 

On examination, do not forget first to have the patient adequately undressed, 
and secondly to look at him as a whole. He may have some general disease 
or primary condition far removed from the back itself, such as, for example, 
tetanus or acromegaly, a muscular dystrophy or motor neurone disease. Do 
not forget to inspect the stance, the gait, and the patient’s ability to stoop. 
Examination of the back should be carried out first, because the patient 
expects this, as it seems to him the most natural order of events. Inspection 
will show any asymmetry, or irregularity of the normal curves. Kyphosis, 
lordosis or scoliosis may be important diagnostic findings, or may be of 
many years’ standing and irrelevant to the patient’s present symptoms. 
Local prominences, tenderness to pressure on percussion of the spines of the 
vertebrz, and localized pain on jarring the spine as a whole should be sought 
for. The back muscles should be similarly examined. As regards kyphosis, 
as a rule deformities which are small arcs of large circles are postural or due 
to generalized bone disease, whilst those which are large arcs of small 
circles are due to local bone disease. The range of movement in relation to 
the patient’s age, physical build and obesity should be noted, and whether 
all parts of the spine contribute equally to the curves produced by the 
patient’s stooping, leaning back, twisting the trunk, and leaning to the sides. 
The essential observations are the shape of the spine and its movements. 
Sensation on the trunk should be tested for sensory levels or zones of hyper- 
esthesia. By running the back of a finger up the trunk it is sometimes 
possible to detect a sensory level by the absence of sweating (smooth skin) 
below the level, and the presence of sweating (sticky skin) above the level. 

It is important to try and assess whether there has been any shortening of 
the spine. If the patient knows with confidence his usual height, this should 
be compared with his present height; if there is any shortening, it must be 
decided whether this is due to stooping or kyphosis on the one hand, or 
actual shortening of the spine on the other. The finding of a keratinized fold 
or folds across the upper abdomen is very suggestive of such loss. Com- 
parison of the patient’s nett height with his span may give valuable informa- 
tion. In most normal adults the height is an inch or two greater than the 
span, so a span longer than the height suggests loss of height. An unduly 
long span is also found in hypogonadism in both sexes, as a result of delay 
in fusion of the epiphyses of the long bones making the limbs abnormally 
long. ‘This is more obvious in the arms because the span includes the extra 
length of both limbs, whereas the height records the increase in length of 
the legs only once. Hypogonadism is usually obvious, and in any case is 
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much less common than shortening of the axial skeleton. Another method is 
to measure the length from crown to pelvis and from pelvis to heels. The 
distances are about equal in most adults, and their sum is greater than the 
span. In shortening of the spine, the crown to pelvis measurement is less than 
usual, whereas that from pelvis to heels is normal, and the sum is less than 
the span. The observation that a patient has lost height is not necessarily of 
pathological significance. Normal persons lose about 4 inch (8.5 mm.) in ten 
years. Furthermore, widespread disc degeneration may cause a height loss 
as great as that due to collapse of several vertebra. The loss of height is 
rarely in the leg bones. The observation of a shortened skeleton must, like 
all physical signs, be evaluated in relation to the other findings. The adage 
‘Never make a diagnosis on a single sign’ is usually sound. 

Next, the length of the patient’s legs should be compared, and the rest 
of the skeleton and the joints examined. Do the joints show evidence of heat, 
pain, redness, swelling or impairment of function? Is their range of move- 
ment consonant with the patient’s age, physical build and obesity? Look 
especially at the easily examinable bones: the skull, clavicle or tibia may 
show the thickening, deformity, and hotness characteristic of Paget’s disease. 

Examination of the other systems is just as important as examination of 
the locomotor system. The weight, temperature, pulse and respirations 
should be noted. Backache may be a prominent symptom in fever from any 
cause. The importance of examination of the heart, blood vessels, blood 
pressure, lungs (including chest expansion), abdomen, nervous system and 
urine is obvious. On the general principle of making a rectal examination if 
one is not sure what is wrong with the patient, this test is an essential step. 
Carcinoma of the prostate or rectum may be the key to the diagnosis. If, 
on testing the urine with salicylsulphonic acid, albuminuria is found, the 
prudent physician tests the specimen again by heat and acidification with 
dilute acetic acid, because the latter method may reveal the presence of 
Bence Jones protein, whereas the former will effectually mask it. 


INVESTIGATIONS 
It is often possible to make a clinical diagnosis with a reasonable degree of 
confidence, but the majority of patients will require some investigations for 
elucidation or confirmation of their disease. The first and most obvious 
investigation is an x-ray of the spine, and this should include the whole spine, 
with antero-posterior and lateral views, and the pelvis. Other radiological 
examinations—e.g. chest, pyelograms, barium meal—will be called for in 
appropriate cases. As a screening test for organic disease, estimations of the 
hemoglobin and the blood sedimentation rate are valuable, but not infallible. 
A normal hzmoglobin and a blood sedimentation rate below 10 mm. in 1 
hour (Westergren’s method) contribute evidence against serious physical 
disease. A high blood sedimentation rate, say, over 30 mm. in 1 hour, must 
mean organic disease. If the patient is anemic, a blood film should be 
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examined to exclude leukzmia and leuco-erythroblastic anemia. The latter 
is an anemia with immature red cells and immature white cells in the peri- 
pheral blood, and suggests the presence of a space-occupying lesion in the 
bone marrow, producing destruction or displacement of the normal marrow 
and irritation of the remaining hemopoietic tissue. There are numerous 
causes of this blood picture, but the most common are carcinomatosis of the 
bone marrow and myelomatosis. The leuco-erythroblastic blood changes 
may precede radiological bone abnormalities by weeks or even months. If 
metabolic bone disease is suspected, examination of the urine with Sulko- 
witch’s reagent is a rough test for normal, diminished or excessive urinary 
calcium excretion. Estimation of serum calcium, plasma inorganic phosphate, 
plasma alkaline phosphatase and serum acid phosphatase may throw light 
on disordered bone metabolism. If neurological signs are present, a lumbar 
puncture is likely to be necessary, and in some cases myelography. Bone 
biopsy in skilled hands is a valuable adjunct. 

Before leaving the subject of diagnosis, two other principles, or at the 
least aims, may be stressed. The practitioner should try not to deceive his 
patient or himself by merely attaching a label such as ‘rheumatic pains’, 
‘fibrositis’ or ‘an unusual disc’ when he is not able to provide a definite 
diagnosis, and he should always strive to base treatment on an accurate 
diagnosis. 


CHRONIC BACKACHE 

Traumatic lesions of the spine arising from serious injuries are not likely to be 
overlooked, because the nature and character of the injuries direct attention 
to the possibility of damage to the spine. On the other hand, fractures of the 
vertebre can occur from relatively minor injuries, especially in the presence 
of bone diseases such as senile osteoporosis or metastases from malignant 
disease. Common and important organic causes of backache that are fully 
discussed in other articles in the present series—lumbago and prolapsed 
intervertebral disc—are not mentioned here. 

Of the numerous conditions that cause backache, few can present more 
diagnostic difficulties than carcinomatosis of the spine. The clinical maxim 
that symptoms appear before signs is never more strikingly demonstrated 
than in this condition. Backache may precede clinical or x-ray evidence of 
disease by weeks or months. The condition is common. According to Willis 
(1952), 15 to 20 per cent. of all malignant growths, and 20 to 30 per cent. of 
all carcinomas, metastasize in bone, and the vertebra are the most common 
part of the skeleton to be so affected. The tumours most often spreading 
to the spine are carcinoma of the prostate and of the breast, and careful 
palpation of these structures is an essential part of the clinical examination. 
Other tumours less commonly involving the spine are carcinoma of the 
kidney, stomach, bronchus and thyroid, all of which, except the last, are 
much less easily demonstrated clinically. In bygone days when syphilis was 
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common there was a clinical aphorism to the effect that no patient should be 
allowed to die undiagnosed without a trial of treatment with potassium 
iodide and mercury, in case the illness was due to some unusual manifesta- 
tion of syphilis, and occasionally dramatic cures resulted. The modern 
counterpart of this aphorism is that no male patient should be allowed to die 
from carcinomatosis without a trial of cestrogen treatment, in case the 
primary growth is in the prostate. Mammary carcinoma also sometimes 
responds to appropriate hormonal therapy, but with less certainty. The 
radiological appearances of secondary carcinoma are mainly irregular areas 
of bone destruction. Sometimes, especially in carcinoma of the prostate, 
there is in addition osteosclerosis, so that the bones appear in general denser 
but with all details blurred. 

Another condition abounding in traps for the unwary, and indeed for the 
wary, is multiple myelomatosis, where severe symptoms may precede radio- 
logical or pathological evidence by many months. Sooner or later x-rays 
reveal punched-out destructive lesions in other bones (notably the skull), 
and the patients show hyperproteinzmia, raised serum calcium, a very high 
blood sedimentation rate, and myeloma cells in the sternal marrow. It is 
extremely unusual for a normal blood sedimentation rate to be found in early 
carcinomatosis or myelomatosis. 

Patients are sometimes admitted to medical wards although suffering from 
surgical diseases, and well-trained physicians should be acquainted with the 
elements of diagnosis of such complaints as acute osteomyelitis (admitted as 
acute rheumatism), intestinal obstruction (admitted as uremia) and Pott’s 
disease of the spine (admitted as lumbago or carcinomatosis). The last of 
these conditions usually presents with pain, deformity, muscular spasm, 
starting pains at night, changes in posture, and sometimes abscess formation, 
paravertebral or tracking from the spine and appearing as an ilio-psoas 
abscess. On the other hand, months may elapse before the appearance of 
radiological changes of destruction and collapse of vertebra, destruction of 
the adjacent discs, and abscess formation. 

Acute osteomyelitis of the spine is usually part of a staphylococcal septi- 
cemia. A curious chronic and non-suppurative osteomyelitis of the lumbar 
spine occurs as a late feature of brucellosis. 

The radiological diagnosis of the osteoarthritic changes so common after 
the age of 60, especially in manual workers, poses the difficult question of 
whether the arthritis is responsible for the patient’s backache, and the 
answer to this question can be given only by consideration of all the 
circumstances. 

Ankylosing spondylitis, on the other hand, usually presents the picture of 
backache, leading to a rigid spine, very diminished chest expansion, and 
characteristic x-ray changes, notably a destructive arthritis of the sacro-iliac 
joints, and later the ‘bamboo spine’. The blood sedimentation rate is usually 
raised. 
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Of the many causes of backache in elderly patients, one to be considered 
in the absence of evidence of other diseases is osteoporosis. This condition is 
described as senile or post-menopausal according to the circumstances and 
patient’s sex, but both types overlap and some writers consider them 
essentially the same. Apart from the clinical features of backache, root pains 
in the trunk, pains in the buttocks and loss of height, x-rays may show 
alterations in bone texture and bone structure, and in advanced cases 
biconcave centra and collapse of one or more vertebrz. The skull, ribs and 
extremities show no radiological changes. The serum calcium, phosphorus 
and phosphatase are all normal. The blood sedimentation rate is usually 
slightly raised, although this may well be due to senile troubles other than 
the bone disease. Osteoporosis from any cause—age, immobilization, or 
endocrine disturbances—often responds to treatment with hormones: in 
women, cestrogen with a little androgen, and in men, androgen with a little 
westrogen. In doubtful cases, a therapeutic test may be tried (Cooke, 1955). 

Another common bone disorder is Paget's disease (osteitis deformans), 
the incidence of which has been estimated at 3 per cent. of all persons over 
40 years of age and 20 per cent. of those over 60. The spine is commonly 
affected and, though there may sometimes be no symptoms, backache is 
common. The x-ray appearances are characteristic and the only biochemical 
abnormality in the blood is the raised plasma alkaline phosphatase. There is 
no curative treatment, but sufferers should be warned against the dangers of 
immobilization. 

Other less common metabolic bone diseases to cause backache are 
osteomalacia, which in this country is usually related to steatorrheea or renal 
disease, and hyperparathyroidism. Diagnosis is largely based on radiological 
and biochemical findings, which cannot be detailed here. 


NON-SKELETAL CAUSES 
Of soft tissue causes of backache, ‘fibrositis’ is not an acceptable diagnosis 
to the present writer, who has a distrust of conditions without clearly 
demonstrable pathology. 

Penetrating gastric and duodenal ulcers eroding the liver or pancreas, and 
intrathoracic gastric herniation may cause back pain but, in view of the 
other features of the history, such patients usually present little diag- 
nostic difficulty. Mallam (1944) has recorded an interesting series of 12 cases 
of backache in soldiers, in whom the cause turned out to be renal, mostly 
hydronephrosis. : 


ACUTE BACKACHE 
The conditions so far described are likely to be classed as chronic backache. 
When there is sudden severe back pain, the practitioner’s first thought is 
naturally of lumbago or a prolapsed intervertebral disc, because these are 
common conditions, but he should bear in mind other possibilities, all remote 
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from the skeleton or discs. Some of these are dissecting aneurysm (Pyke, 
1956), spontaneous spinal subarachnoid hemorrhage (Henson and Croft, 
1956) and renal vein thrombosis (Harrison, Milne and Steiner, 1956). 

In dissecting aneurysm, the patient is usually (but not always) a hyper- 
tensive man over 50 years of age, and as well as backache he is likely to com- 
plain of severe pain in the neck, chest, abdomen, or groins. The blood 
pressure remains high and the pulses are full and bounding, except at sites 
where the dissection has impeded the flow in branches of the aorta: the 
carotids, brachials or femorals. Involvement of the renal arteries may cause 
anuria, and of the spinal arteries paraplegia. Albuminuria is common, even 
if the renal arteries are not involved. A chest x-ray is likely to be the most 
helpful investigation. 

In spinal subarachnoid hemorrhage, the patient develops sudden agonizing 
local pain in the back, the ‘coup de poignard’, usually accompanied by root 
pains, bilateral sciatica and signs of spinal meningeal irritation without fever. 
The finding of bloodstained cerebrospinal fluid confirms the diagnosis. 

Renal vein thrombosis causes severe lumbar pain with proteinuria, hema- 
turia, oliguria and enlargement of the affected kidney, and usually occurs in 
the presence of pre-existing renal disease, especially amyloidosis. 


CONCLUSION 

A short article of this kind can do little more than sketch the most general 
outlines of the subject. The practitioner faced with a patient complaining of 
backache may at the end of the history and examination be helped by asking 
himself the following questions :— 

Does the pain arise in the skeleton? 

Does the pain arise in the soft tissues? 

Does the pain arise in the viscera? 

Does the pain arise in the vascular system? 

Does the pain arise in the nervous system? 

Is there a psychogenic factor? 

Am I sure that the patient has not carcinomatosis? 

These questions, and their answers, may serve to remind him of the varied 
diagnostic possibilities in backache. 
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BACKACHE IN WOMEN 
A GYNACOLOGICAL VIEWPOINT 


By HUGH C. McLAREN, M.D., F.R.F.P.S., F.R.C.S.Ep., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University of Birmingham 


‘But I don’t think you understand about my backache—you see doctor 
says the womb is right upside down!’ Another remark the gynecologist dreads 
is ‘But doctor said since it was worse at period-time my backache must come 
from my womb’. Of course, backache from almost any orthopedic cause is 
worse at menstruation, whilst retroversion of the uterus is so common that 
the time has come to write it into our textbooks as physiological. 


ON TAKING A HISTORY 

With a leading symptom of backache I ask the patient to rise from her 
chair, watching the while for stiffness or awkward posture. Localizing the 
site of the backache with her hand she may indicate the sacral or sacro-iliac 
region. ‘How did it start?’ After the baby or after nursing her mother in a 
serious illness or again it may be clearly a ‘menstrual backache’: i.e. asso- 
ciated with severe lower abdominal pain at menstruation. ‘What aggravates 
or relieves it?’ Washing day (stooping) or gardening, with some relief with 
rest, may point to an orthopedic cause although low backache due to the 
onset of prolapse is also relieved by rest. 

The relevant importance of backache may not be clear until a full history 
is taken; for instance :— 

(a) Endometriosis of the ovaries, tubes or pouch of Douglas: last child 8 years 
ago (coitus interruptus since then), increasingly painful periods, deep 


dyspareunia, post-coital aching . . . and low backache. 
(b) Fibroids of large size: menorrhagia increasing over the last year, lower 
abdominal discomfort, worse at menstruation and . . . low backache. 


(c) Pelvic infection: subacute or chronic, e.g. tuberculosis suspected from 
family history and patient’s sterility, increasing dysmenorrhaea, some 
menorrhagia, dyspareunia and . . . increasing backache. 

A full gynzcological history then may fit backache into the whole picture 
as a /esser symptom. As a corollary it may be said that without a composite 
picture suggestive of pelvic disease backache is unlikely to be gynzcological. 
In other words, if backache presents as a single symptom, experience leads 
one to seek a cause outside the genital tract. 


EXAMINATION 
The patient wears nothing but a dressing gown which Sister removes before 
examination begins. If backache is the principal symptom, preliminary 
examination with the patient standing erect may show abnormal posture 
or spasm of the erector spina muscles as in the prolapsed intervertebral 
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disc syndrome. Lateral movement and flexion and extension are often 
limited or painful and, of course, suggest an orthopedic cause. In the post- 
natal patient who has not yet become accustomed to her new posture, stiff- 
ness on extension may be obvious, whilst pain on pressure over the coccyx 
is not uncommon after forceps delivery. On the other hand, if posture is 
good and movements are free and painless the gynzcologist is encouraged 
to seek a pelvic cause for backache. 

I have an arrangement with my colleagues in the department of ortho- 
pedics not to refer patients without my attempting to make a diagnosis, 
however amateur! With a simple history and examination an attempt at 
orthopedic diagnosis is usually feasible. Before treatment is considered in 
a patient with a disabling backache, however, the opinion of an orthopedic 
surgeon is sought. 


ABDOMINO-PELVIC EXAMINATION 

As the examination of the abdomen and genital tract proceeds a search is 
made for the cause of backache but quite often it is almost impossible to 
point to one fact established at examination and to declare with certainty 
‘this alone is the cause of the backache’. For instance, a hugely obese 
abdomen in an overweight patient may coexist with prolapse. Again, in the 
postnatal patient there may be obvious stiffness of the back, poor posture 
and lax abdominal and pelvic muscles; this may be more important than 
the associated retroversion of the uterus. 

A carefully taken case history in the privacy of a consulting room, and 
a simple examination of the back followed by abdomino-pelvic examination 
allow a list of the causes of backache to be made and therapy to be planned 
according to one’s final opinion on what is the dominant etiological factor. 
But even the most experienced gynecologist may emphasize the irrelevant 
and consequently fail to treat the basic cause of backache. So we find the 
Hodge pessary in situ when the backache is later proved to be due to an 
early ‘disc’ lesion. Or perhaps at a subsequent visit it becomes obvious that 
the patient is very anxious about some intimate domestic problem such as 
an erring or neglectful husband. 


SOME TYPICAL FINDINGS 


Findings 

(1) Weight 190 lb. (86 kg.), age 55: 
cystocele and rectocele of long duration 
of which she is unaware; backache. 

(2) Recent prolapse in a thin woman 
of 40. Dragging backache aggravated 
by prolonged standing. 

(3) Backache with old-standing pro- 
lapse in a woman of 60. Stiff movement 
of back with tender nodules over sacro- 
iliac region. 

(4) Backache with postnatal stiffness 
of spine: poor posture. Retroversion of 
uterus. 


Therapy 
Weight reduction; physiotherapy; a 
well-made corset; review. 


A well-fitted celluloid ring pessary 
may relieve her backache and point to 
the need for plastic repair. 

(a) Orthopedic opinion; (b) for her 
prolapse, a pelvic floor repair. 


Physiotherapy and improvement of 
pelvic floor muscles. If symptom free, 
ignore_retroversion. 
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(5) Backache with postnatal laxity of Pelvic floor exercises; if no relief in 
pelvic floor, slight cystocele, mobile 3 to 4 weeks, temporary insertion of a 
retroversion. Hodge or ring pessary ; continue physio- 


therapy until removal of pessary in 6 
to 8 weeks. 


(6) Backache with postnatal mobile Hodge pessary test (see p. 139). 
retroversion without cystocele or uterine 
descent on straining. No obvious cause 


for backache. 

The list could be extended to include pelvic congestion resulting from 
coitus interruptus, early endometriosis or even the controversial infected 
cervix syndrome—an uncommon clinical entity in which an infected cervix 
(usually an erosion) is associated with tender parametria. 

In summary, then, pelvic conditions may be associated with backache 
but only a very careful study of the whole clinical picture will allow the 
backache to be attributed to pelvic structural abnormality or any other 
condition such as endometriosis or pelvic infections. In the first paragraph 
I suggested that patients easily become introspective about their pelvic 
organs, i.e. many women are easily convinced by their doctor that a ‘tilted 
womb’ is pathological. If the tilted womb (retroversion) proves to be 
irrelevant it is often very difficult to reassure the patient that her pelvis is 
normal. The woman who has become devoted to her unnecessary pessary 
may similarly be difficult to treat for she ‘doesn’t feel quite right without it’. 
I therefore strongly recommend the referral of problem cases to an experi- 
enced gynecologist rather than the insertion of a ring on the off-chance 
that symptoms may thereby be relieved. 


RETROVERSION OF THE UTERUS 
No summary of ‘gynecological backache’ would be complete without a 
more detailed discussion on the question of retroversion. When is it patho- 
logical? When can it cause low backache? Should we ever tell the patient 
she has a ‘tilted womb’? 

Fixed retroversion and backache.—This may be quite painless but, more 
often, pressure in the adherent pouch of Douglas and a fixed uterus is painful 
at examination. There may also be thickened, tender utero-sacral ligaments 
to suggest endometriosis, or bilateral adnexal swellings to suggest inflam- 
matory disease (tuberculosis, post-abortal infection, previous gonorrheeal 
infection). If backache is severest at menstruation and if, after examination, 
‘her backache’ is reproduced then it can usually be assumed that treatment 
aimed at the diseased pelvic organs will relieve backache. The more 
dominant symptoms such as dysmenorrhcea and dyspareunia are, of course, 
also relieved. 

Retroversion with prolapse——One of the symptoms of prolapse in its 
initial phase is a dragging sensation in the pelvis and backache which is 
usually relieved by rest. Retroversion may or may not be present in the 
early stages of a prolapse but, whether present or not, the important point 
to remember is that it is in the early phase of prolapse that backache and 
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dragging are common. Later, prolapse may cause no symptoms apart from 
the sensation of ‘bulging’ of a cystocele or rectocele. 

Removal of a supporting ring pessary in a long-established prolapse may 
produce a low dragging backache but in my experience backache is not a 
common symptom in this type of case; if it is present, experience leads one 
to avoid a promise of a cure of backache by operation on the prolapse: 1.e. 
the cause of the backache is seldom longstanding prolapse, it is much more 
likely to be orthopzdic in origin. In practice therefore the operation for 
prolapse is carried out and the symptoms possibly attributable to it are 
reviewed at the follow-up clinic. The persistence of backache despite a good 
surgical result naturally leads one to seek a cause apart from the pelvic 
organs. The emphasis in therapy therefore is on the cure of prolapse, i.e. 
of cystocele, rectocele and descent of the uterus. Retroversion is usually 
corrected by a plastic repair but, even if not, its persistence takes nothing 
away from the therapeutic result of the operation. 

Pessary test for the relevance of retroversion—The assessment of facts 
established by the insertion of a Hodge pessary to correct retroversion is so 
difficult that I doubt if any practitioner with limited gynacological experi- 
ence should attempt it. I confess personal difficulty in interpreting the test 
so that I very seldom use it in either gynecological or postnatal patients 
with backache. Nevertheless, our hospital records show that each year there 
are a few patients in whom retroversion is apparently the cause of backache, 
but usually there are other associated symptoms such as dysmenorrheea and 
deep dyspareunia. If symptoms are relieved (with the uterus held by a 
pessary in anteversion) and reappear on removal of the pessary then shorten- 
ing of the round ligaments by operation is justifiable. Laparotomy, of course, 
also allows an examination of the abdomen and pelvis, especially of the 
appendix and adnexa. Before launching into an operation to hold the uterus 
forward into anteversion a most careful assessment of the clinical facts is 
necessary. My own experience suggests that retroversion per se is almost 
never a cause of backache and nowadays very few gynzcologists carry out 
the operation of shortening the round ligaments; even fewer would 
guarantee that a cure of backache would follow the operation. 


THE PLANNER’S SYNDROME-—ENDOMETRIOSIS 
When a woman complains of low backache at or about menstruation, and 
prolonged voluntary sterility is present, endometriosis must be placed high 
on the list in a differential diagnosis. No-one is certain of the cause of this 
curious condition (which amounts to extra-uterine menstruation) but it is 
a common accompaniment of voluntary infertility which in Birmingham 
means ‘coitus interruptus’. The diagnosis of pelvic endometriosis is often 
difficult but if low pelvic pain and backache appear in a married woman (or 
exceptionally in an unmarried woman) when pregnancy is being avoided, 
vaginal or recto-vaginal examination may reveal: (1) tender utero-sacral 
ligaments perhaps with lentil-like swellings on its length, (2) a fixed tender 
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retroversion, (3) an adnexal swelling (chocolate cyst), and (4) pelvic pain 
and backache which is definitely ‘her pain’ and follows vaginal examination. 
Amid the triad of endometriosis—dysmenorrheea, dyspareunia, and infertility 

a gynecologist is apt to regard backache as a minor symptom, but a 
general practitioner may have backache offered by a shy patient as a leading 
symptom, the symptom she admits to her friends, her husband and to her 
foreman at the factory when explaining her absence from work. She may 
hope that in the privacy of the consulting room her doctor will give her 
time to complete her story of dyspareunia, post-coital pain and backache, 
all pointing to endometriosis. 


BACKACHE DUE TO PSYCHOLOGICAL CAUSES 
Backache due to psychological causes is dealt with elsewhere in this sym- 
posium, but without a doubt backache in women is a common sequel of 
anxiety and ‘nervous tension’. For instance, unsatisfactory sexual relation- 
ships in a married or unmarried woman can lead to chronic pelvic dis- 
comfort and backache which may be very disabling. 


CONCLUSIONS 

Low backache in women is common, as it is in men. Backache as a single 
symptom is seldom the result of pelvic disease but it may present with 
dysmenorrhea and dyspareunia in endometriosis or pelvic inflammatory 
disease. In these conditions a fixed or partly fixed (tender) retroversion with 
adnexal masses may require surgical treatment (or, in tuberculosis, anti- 
biotic therapy) with the prospect of a symptomatic cure including relief of 
backache. 

Mobile, painless retroversion, however, is extremely difficult to assess as 
a cause of low backache and a plea is made for the referral of these problem 
cases to a gynzcologist of experience, whether the retroversion be diagnosed 
in the postnatal clinic or the surgery. If the patient asks why she had to 
have a second opinion I suggest that she be told that her womb is displaced 
but that every third or fourth womb is so displaced so that an opinion is 
being sought as to whether or not her backache is related to the condition. 
The gynzcologist may be compelled to carry out a pessary test to assess 
the relevance of retroversion, and possibly early coexistent prolapse, but 
the interpretation of the test is difficult and often inconclusive even in the 
hands of an expert. Routine insertion of Hodge pessaries in the practi- 
tioner’s surgery or the postnatal clinic is deprecated since abdominal and 
pelvic exercises may be expected to cure laxity of the pelvic floor and so 
relieve the sensation of dragging in the pelvis and low backache. 


SUMMARY 

Low backache in women as a single symptom is seldom due to disease of 
the pelvic organs. It may present, however, as part of a clinical syndrome 
common to endometriosis or pelvic inflammatory disease, but usually as a 
minor symptom amongst others. 














BACKACHE AND THE 
PROLAPSED DISC 


By DENIS WILLIAMS, C.B.E., M.D., D.Sc., F.R.C.P. 
Physician, National Hospital, Queen Square; Neurological Physician, St. George's 
Hospital 


‘TWENTY years ago, if a patient had had recurrent backache, the causes dis- 
cussed in the other articles in this symposium having been excluded, we 
might have made the diagnosis of lumbago and sciatica, postulated some 
infective cause modified by weather and strain, and resorted to symptomatic 
and empirical treatment various in its assumed physiological effect and its 
efficacy. Although Mixter and Barr affirmed in 1934 that disease of the 
intervertebral disc was a common cause of low backache, it was the impact 
of the physical stresses of war that caused the wide and uncritical appli- 
cation of that idea. By now we have settled down to a more balanced 
acceptance of the degree of responsibility of disease of the lumbar inter- 
vertebral. discs for low back pain and we can make a differential diagnosis 
of causes which no longer ubiquitously equates backache with ‘slipped disc’. 
The disc lesion is diagnosed and treated by the orthopedic surgeon, the © 
neurologist and neurosurgeon as well as the family doctor. Because of this 
ubiquity of interest, as well as the wide range of the syndromes, it is most 
difficult for any single doctor to have a balanced view of the whole subject, 
but the family doctor must have the truest perspective for he can relate his 
experience of the disorder in all its forms with the findings of the specialists. 
He can study incidence and causes, cures and futures without the bias of 
specialization. We neurologists and neurosurgeons see the worst cases with 
root or cord damage, the orthopedic surgeons see the failures of conserva- 
tive treatment but the family doctor has learned that most backaches 
caused by a disc lesion, even if they may recur, get better with rest and 
conservative treatment. In the past decade surgeons have become less 
radical in advising either extremes of mobilization or immobilization or 
re-exploration, and now we give the back the respect due to a changing 
vital moving structure, admirably capable of adaptation even in disease. 


THE BASIS OF THE PAIN 

The idea of a single type of lesion of the intervertebral disc being responsible 
for backache, epitomized in phrases such as the colloquial ‘slipped disc’ or 
the prolapsed disc, prolapse of the nucleus pulposus, or disc protrusion, 
gave way to realization that there are many sorts of disorder of the inter- 
vertebral joints responsible for the condition. Thus the cautious clinician 
now refers to the disc lesion or, even more ambiguously, to spondylosis. 

Although trauma can be recognized as preceding the attack of acute 
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backache due to disc protusion in about half of the cases (Bradford and 
Spurling, 1945), the disturbance requires explanation in the other half. 
Other facts emerge: for instance that three-quarters of the cases are in men; 
and three-quarters begin after the age of thirty; there are many more cases 
in men who have been engaged in labouring, so that repeated minor strains 
and injuries seem to be responsible. Thus degenerative changes within the 
disc itself, and weakness of the surrounding annulus fibrosus play their 
part in predisposing the patient to attacks. This propensity to degeneration 
of the disc substance is reflected in those patients with multiple disc protu- 
sions throughout their vertebral column which cause widespread root damage. 

When thinking of the prolapsed disc as a cause of backache the symptoms 
will become meaningful if the structures concerned in the disturbance are 
visualized. First there is the resilient fluid-elastic central nucleus pulposus 
which undergoes involutional changes throughout adult life, usually without 
symptoms. Next, surrounding the nucleus pulposus, is the very strong 
fibrous annulus, stronger in front of, than behind, the vertebra, and sub- 
jected to enormous strains. Bradford and Spurling calculated that an 
ordinary man lifting a hundred pounds (45 kg.) from the ground will exert 
a force of sixteen hundred pounds (725 kg.) upon the lumbo-sacral disc, 
especially in its posterior part. Then there is the posterior longitudinal 
ligament exposed to similar stresses, and, lastly, attached to the spinal 
lamine the ligamentum flavum which is known to be damaged, with 
scarring and consequent thickening. The bone itself also undergoes changes 

-not merely by absorption of the contiguous faces of the bodies when the 
nucleus pulposus becomes too fluid but by osteoarthritis of the vertebral 
margins and of the neurocentral joints of the vertebrae. Disturbance of the 
normal structure of an intervertebral joint will therefore have effects 
reaching far beyond the intervertebral disc itself. Further, the erector spine 
and anterior spinal muscles play their part in the development of symptoms 
by spasm and ischemia causing pain. Again, in the tense patient the appre- 
hension caused by previous pain causes more spasm of muscle with con- 
tinuation of the pain. Lastly, any of the cartilaginous, ligamentous or bony 
changes may irritate and damage a nerve root, with further aggravation of 
the painful state. A detailed account of the pathological changes known to 
occur in the development of the disc lesion has been given by Echlin (1949). 


THE INCIDENCE OF DISC LESIONS 
Fortunately for the problem of diagnosis, although there are twenty-three 
intervertebral discs, symptoms caused by them are virtually confined to the 
cervical and low lumbar region, where movements and strain are greatest 
and, according to Echlin (1949), it is estimated that about ninety-six per 
cent. of herniations of the intervertebral discs occur in the lower lumbar 
region, and over ninety per cent. arise in the discs between the fo: th and 
fifth lumbar or fifth lumbar and first sacral vertebra, the space between 
the third and fourth lumbar vertebra contributing only eight per cent. The 
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diagnostic problem is to exclude those causes considered in the other articles 
in this symposium, for, if a disc lesion is responsible, it will almost certainly 
be in one of the last two intervertebral spaces. 

Backache caused by some damage to an intervertebral disc or strain upon 
the structures surrounding it occurs at some time in life in most people, 
and routine radiology of the lumbar spine shows that advanced changes 
often occur without any symptoms at all. Indeed, Donohue (1939) is of the 
opinion that minor trauma amounting to no more than ordinary wear and 
tear can cause gross structural change so that ‘lesions which are associated 
with the decrescence of life are present in the intervertebral disc and spinal 
column to a degree unsurpassed in any other organ of the body’. 


TYPES OF HERNIATION 
The clinical patterns of disturbance, ranging as they do from repeated mild 
attacks of low backache, through longstanding pain, to the acute agonizing 
consequence of injury, with or without symptoms in the legs, are based on 
the kind of disorder in the disc. 

The most potent factor in causing backache is the speed of onset of the 
disc lesion, the syndrome of the acute prolapse being in marked contrast 
to the intermittent low backache of a person with degeneration and 
secondary arthritis in a single intervertebral joint. Characteristically, in the 
first, sudden strain on the back is followed by intense local asymmetrical 
lumbar pain, immobilization of the lower back, deformity with muscle 
spasm, and pain down the outer side of one leg, or perhaps both. Often 
the mechanism is the sudden taking of a strain, as when the other man lets 
go, or when a weight carried on the back hits a lintel, resulting in enor- 
mously increased strain upon the disc. 

The next most potent factor in determining the symptoms is the position 
of the prolapse relative to the vertebral body. This is most often postero- 
lateral, but may be lateral or central. The lateral prolapse is particularly 
likely to cause damage to roots emerging in the corresponding foramen. 
Sometimes, and particularly if there is a degenerate disc with a narrow disc 
space, the weakened annulus and ligament bulges all round. In considering 
the part played by root damage in causing pain we must remember that 
the root corresponding to the upper vertebra emerges at the intervertebral 
foramen—the fifth lumbar at the space between L.5-S.1—and that, although 
pain will not occur through damage to a root above the level, any root 
below the level in the cauda equina may be damaged. This is particularly 
seen with midline protrusions, where pain and sensory changes will arise 
in the distribution of sacral roots, sometimes on both sides. On the other 
hand, lateral prolapses are more likely to damage the single root emerging 
through the appropriate foramen and give the classical picture of sciatica. 

A further factor modifying the pain is the degree of prolapse and damage 
to the annulus. Intractable and continuous backache which may seem to 
be due to neurotic exaggeration may be experienced when the annulus is 
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torn and disc material is extruded into the extradural space. 

Although damage to a root may increase the pain, it fortunately aids diag- 
nosis, and Love and Walsh (1940) found that when root damage was severe 
enough to warrant surgical intervention, the clinical diagnosis was found 
to be correct in eighty per cent., over ninety per cent. of the protrusions 
being in the lowest two discs (L.4-5 and L.5-S.1). Whilst the damaged root 
may be recognized as either the fifth lumbar or first sacral, it is nevertheless 
difficult to decide which of these two discs is responsible for the damage. 
Orthopedic methods of examination are valuable here, because skeletal 
deformities are more likely to be present if the upper of these two disc 
spaces is the one affected. 

THE KIND OF PAIN 

The description of the pain alone may be insufficient to distinguish the 
many causes of backache, and abdominal, rectal and vaginal examinations 
will accompany examination of the shape and mobility of the back, and of 
the functions of the lumbar and sacral roots. In backache of obscure origin 
a disc lesion will only be presumed when other remediable causes have been 
excluded. The radiological changes which so often accompany ageing may 
too easily suggest a causal relationship to the examiner. Conversely, when 
other causes have (so far as is possible) been excluded and a vertebral lesion 
seems to be responsible for the backache, only radiological examination may 
distinguish between a disc lesion, arthritis, spondylolisthesis, a vertebral 
tumour, tuberculosis or angioma. 

Low back pain will be present in three-quarters of those having symp- 
toms of prolapse of an intervertebral disc. In the first attack it is usually 
limited to the back, although in severe prolapse—about a third of the total 
root pain radiating down the leg will be present toe. Unlike similar pain 
caused by so many other conditions, that of the prolapsed disc tends to 
great fluctuations, remissions and relapses, and is modified by physical 
circumstances such as movement, posture and alterations of spinal pressure. 

Backache usually precedes root pain—lumbago before sciatica—and 
recurrent attacks of backache tend to be more severe, if the acute disastrous 
prolapses are excluded. There is, however, through the years a tendency 
to spontaneous ‘cure’ as the immobility of arthritis prevents pain. Backache 
is continuous in less than a fifth of the cases reaching a neurosurgical unit. 


DISTRIBUTION OF PAIN 
Unlike the backache of other conditions already described, for instance in 
the article on gynzcological causes, the backache of a prolapsed disc is often 
well localized on one side and low down over the ilio-sacral region. I put 
it thus to escape from the misnomer of sacro-iliac strain. The pain extends 
into the buttock and may merge with the pain caused by root irritation. 
I find the understanding of the disorder in any one case to be much helped 
by distinguishing between the pains caused by distortion of structures and 
those caused by damage to a root: i.e. between skeletal and neural causes. 
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The former, due to stress in joints, ligaments and muscles, are anatomically 
untidy; the latter faithfully reflect the distribution of one or more nerve 
roots. It is also helpful to appreciate that the effects of nerve irritation 
pain and hyperzsthesia—are felt wherever that nerve is distributed, whilst 
the effect of nerve damage—loss of sensation—is only appreciated in its 
ultimate territory where it is not overlapped by other nefves. Thus, damage 
to the fifth lumbar root may cause pain and hyperaesthesia extending from 
the lumbosacral junction over the lateral buttock and right down the outer 
aspect of the thigh and calf, whilst the analgesia will be limited to the lower 
part of the leg and dorsum of the foot. Such patterns of pain are invaluable as 
an aid to diagnosis, and not just examples of neurological pedantry. 

There is often tenderness in the tense muscles lateral to the offending 
disc and pain on percussion of the spine over it. 


MODIFICATION OF THE PAIN 

A valuable differential diagnostic point is the dramatic modification of the 
pain by physical means. It will usually be eased by resting, often in a special 
position—most people find they are better lying, particularly on the good 
side, but some say that they simply cannot stay recumbent. There is a dis- 
tinction between immediate relief, and the slow improvement leading to 
recovery which takes place when a patient is put to bed with a good flat 
firm mattress and bedboards. Ease is obtained from special manceuvres such 
as walking a few steps, leaning to one side, or flexing a leg. The pain usually 
gets worse during walking; standing still for a while or bending forwards, 
and sudden unexpected movements may freeze the patient to immobility 
with excruciating pain. In quite mild examples this aggravation may have 
far-reaching social consequences, easily overlooked—inability to do up the 
shoes, get out of a bath, or to slip the clutch of a car. Coughing and straining 
may be torture. 

The pain of root origin, spreading down the leg to the ultimate distri- 
bution of the root, has different qualities from the backache. It is often 
more severe, sharper, burning, with tingling and peripheral numbness, 
whilst the skin is sore to touch, and the appropriate muscles tender. Usually 
the fourth lumbar or first sacral root is involved, but sometimes low sacral 
roots will be damaged, to cause, for instance, shooting pains in the perineum. 
Damage to the fifth lumbar root causes sensory change on the outer side 
of the leg and top of the foot, whilst damage to the first sacral causes similar 
changes in the sole and calf. 

THE DIAGNOSIS 
Skeletal.—Loss of the normal lumbar curve is usual, with limitation of 
movement particularly in attempting flexion of the spine. There may be 
associated scoliosis with bending towards the side affected caused by mus- 
cular spasm, the erector spine being rigid and tender to pressure. The leg 
on the affected side is often held slightly flexed to ease the strain on the 
root and there is limitation of straight leg raising on one side or both, with 








146 THE PRACTITIONER 


always more on the affected side. Flexing the neck at the same time causes 
pain. There is tenderness on pressure or percussion over the spine in 
acute Cases. 

Neural.—These features are motor and sensory, the sensory information 
learnt from the patient’s story being even more important than that obtained 
with a pin. Although there may sometimes be weakness and even wasting 
of muscles, there is often reflex change, and the ankle-jerk is reduced in 
about three-quarters of lumbosacral prolapse and a quarter of L.4-5 
hernitations. The knee-jerk, on the other hand, is not much affected except 
with the uncommon prolapse of the L.3-4 disc. 


THE MANAGEMENT OF THE PROLAPSED DISC 
Every family doctor knows that most attacks of lumbago get better. They 
may need analgesics, local heat or counter-irritation, or a few days’ limita- 
tion of movement or actual rest in bed. Most orthopedic and neurological 
specialists would like to know how distorted is the picture they see in the 
special groups of patients referred to them. 

The principles of treatment are simple in their statement: rest from pain, 
any pain being evidence of failure, and fortitude foolish. This is most often 
and best achieved by absolute bed rest, but a hard flat mattress and one 
pillow, sandbags to support the back and leg, help; plaster beds are now 
fortunately rare. The patient should stay in bed until he has been free of 
pain for days, depending upon the severity of the attack. Relaxants and 
sedatives even amounting to light narcosis may speed recovery. In the same 
spirit, the use of light belts to secure limitation of movement has replaced 
operative fixation wherever possible, and exploration is reserved for patients 
who have recurring severe attacks of pain or intractable pain in spite of 
at least four weeks’ absolute rest and immobilization. After successful 
removal of the diseased disc tissue the hope should be to restore the back to 
its former state of flexibility, and to avoid the painful disabling immobility 
achieved in the early years of disc surgery. A separate article would be 
needed to discuss management in detail, and to debate the use of such 
procedures as traction, the use of plaster beds, or manipulation, but that 
they require debate is itself telling. 

Finally, the longer anyone has tried to help backache caused by prolapsed 
discs the more he is aware of the importance of considering the kind of 
patient, his emotional state, and his attitude to his pain, in deciding the 
form of management, especially as it relates to the results of operation. 
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LUMBAGO 


By H. A. BURT, M.B., F.R.C.P. 
Director, Department of Physical Medicine, University College Hospital 


Most sufferers from lumbago when asked to describe it give a notably 
consistent account. To them it means pain in the lower part of the back 
which is abrupt in onset, severe and crippling, and of short duration. It is 
in this sense that the term lumbago will be used in this article. 


CLINICAL FEATURES 
Suddenness of onset is characteristic. Usually without any warning the 
victim is transfixed with pain while bending, lifting or rising from the bent 
position. Often, as Gowers (1904) stressed, it is the first movement in the 
morning or after a period of rest that produces the pain. Occasionally, 
patients have complained of soreness or discomfort in the back for a few 
hours or days before the attack, and a few state that on the preceding day 
they were engaged in strenuous or unwonted exercise. Recent exposure to 
cold and damp is often emphasized in the history. Recurrent attacks of 
similar onset and nature are common. The short duration of the acute phase 
is another characteristic feature. It is usually three or four days, and seldom 
longer than a week. After the attack the patient, as a rule, has local dis- 
comfort, and occasionally some disability. These residual symptoms vary in 
severity and in duration according to the nature of the lesion. 

During the attack all movements of the lumbar spine are painful, the 
patient is unable to stand erect and there may be associated scoliosis. 
Examination is limited because of pain; but the straight leg-raising test 
should always be performed, and the back and upper parts of the buttocks 
examined for trigger points of tenderness. Painful limitation of straight 
leg-raising is suggestive of an intervertebral disc lesion. It should be observed 
daily, as any change is readily apparent and is objective evidence of progress 
or deterioration. 

CAUSATIVE FACTORS 
In the majority of cases the precipitating cause of an attack is a traumatic 
lesion of one of the structures in the lumbar, lumbosacral or sacro-iliac 
regions: i.e. the intervertebral discs, interspinous and supraspinous liga- 
ments, ligaments around the sacro-iliac joints, the lumbar and gluteal 
muscles and theoretically also the intervertebral joints. Muscular and 
ligamentous lesions occur near their bony attachments. 

Of the possible sources of lumbago the most favoured at the present time 
is a prolapsed intervertebral disc; indeed some maintain that lumbago is due 
solely to this lesion. It is undeniable that a disc lesion can produce lumbago, 
but that all cases of lumbago are due to this cause is incapable of absolute 
proof or disproof. It would appear illogical to suggest that a damaged disc 
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is the only structure which can cause lumbago when there are so many 
others in the back and buttock which are liable to acute or chronic strain. 

Localized lesions in muscle and ligament have been described by many 
writers as causes of lumbago. 

In their well-known paper on low back pain Steindler and Luck (1938) recorded 
localized areas of tenderness in the following sites: the lateral and medial aspects 
of the posterior iliac spine, the lumbosacral joint, the transverso-sacral joint, the 
supraspinous and interspinous ligaments and the lumbodorsal fascia. Several of 
their patients had radiation of pain to the buttock or lower limb. They concluded 
that lesions in these structures were the cause of pain, as, out of 174 patients, 103 


had complete temporary and 20 partial relief after procaine injection. More recently, 
Newman (1952) has drawn attention to the frequency with which pain in the 
back is due to lesions of the supraspinous and interspinous ligaments, and Bauwens 
and Coyer (1955) have reported cure of low back pain following injection of 
structures in the ‘multifidus triangle’. 

In my experience local lesions are common. As might be expected, any 
condition affecting the normal suppleness of the back makes it vulnerable to 
ligamentous and muscular strains. Such strains often occur in patients 
with osteoarthritis and disc degeneration. 

In 1904, Gowers introduced the term fibrositis which he defined as ‘a 
form of inflammation of the fibrous tissues of the muscles’, and which he 
considered was the cause of lumbago and other forms of muscular rheu- 
matism. His views were accepted for many years, and received further 
support when Stockman, in 1920, described the pathological structure of the 
fibrositic nodule. Since then various conditions have been defined which 
cause symptoms formerly ascribed to fibrositis—the prolapsed intervertebral 
disc is an outstanding example. It has also been shown by Lewis and 
Kellgren (1939) that segmental muscle spasm accompanies all severe deer 
pain of more than momentary duration. Furthermore, Stockman’s inter- 
pretation of the fibrositic nodule has not been confirmed and it is now 
believed that such nodules are in some cases small deposits of subcutaneous 
fat, and in others localized areas of muscle spasm (Elliott, 1944). There is 
therefore no longer any acceptable evidence that primary fibrositis is an 
entity. Associated soft-tissue lesions, however, occur in rheumatoid arthritis, 
ankylosing spondylitis, osteoarthritis and in gout. 

The presence of abnormal fat deposits in the lumbar, sacral and gluteal 
regions is sometimes a factor in the genesis of lumbago. These deposits may 
be of two kinds. In one there is excess of subcutaneous fat, which is dense, 
indurated and attached to the skin. This condition is commonly referred to 
as panniculitis but the term is misleading, as was pointed out by Baker 
(1951); it usually appears in women at or just after the menopause. The 
other variety of abnormal deposit is a herniation of deep fat through a 
deficiency in fascia (Copeman and Ackerman, 1944). When such fat deposits 
are adjacent to a muscular or ligamentous lesion in cases of lumbago they are 
always exquisitely tender. In my opinion, when present they contribute to a 
large extent to the severity of the pain, since local treatment to the fat 
usually produces marked improvement but not complete relief. 
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Exposure to cold and damp is traditionally believed to precipitate an 
attack of lumbago but, as Tegner (1951) points out, this tradition ‘will 
strongly influence the patient who will attempt, often successfully, to recall 
a recent exposure of this sort’. There is, however, good evidence that in 
certain circumstances cold can give rise to muscular pain. Kellgren et al. 
(1948) showed that slow cooling of the extremities produced pain in deep 
tissues which are abnormally sensitive as a result of trauma or disease. 
Normal subjects, on the other hand, only develop deep pain when cooling 
is rapid. It would appear that for the development of what Kellgren calls 
‘cold pain’ there must be some pre-existing abnormality in the musculo- 
skeletal system or undue muscular fatigue. 

Exceptionally lumbago may be the presenting symptom of bone disease 
such as tuberculosis, secondary carcinoma and myeloma. It is also sometimes 
the first symptom of ankylosing spondylitis. 


INVESTIGATIONS 

If bone disease is suspected, radiographs of the lumbar spine and pelvis 
should be taken immediately. Otherwise radiological examination is best 
delayed until the acute phase is over; it usually aggravates symptoms and 
there are technical difficulties in obtaining adequate views of the lumbar spine 
if the patient is unable to move because of pain. Lack of response to treat- 
ment is the other indication for radiological examination in the acute phase. 

Further investigations which are sometimes helpful are a blood count, 
sedimentation rate, estimation of plasma acid and alkaline phosphatase and 
complete examination of the urine. 


TREATMENT 

Every patient with lumbago requires rest in bed and analgesics. The 
mattress must be firm and, if necessary, a fracture board should be placed 
under it. Not more than one pillow should be used for the head, and it is 
often helpful to place a small pillow under the knees. In severe cases bed 
rest must be complete and should be maintained until the patient can turn 
comfortably in bed. As already mentioned, radiological examination should 
be deferred during this phase unless there are special reasons for it. 

Aspirin or codeine compound given four-hourly is usually sufficient to 
control the pain by day; at night pethidine or morphine by injection is 
usually necessary to ensure adequate sleep during the period of acute pain. 
These drugs should not be withheld for fear of habit formation as the time 
during which they are required is short. Recently, good results have been 
reported to follow the administration of phenylbutazone. As gouty subjects 
are prone to lumbago this may be a factor in the success of phenylbutazone 
therapy. In the early stages of an attack the drug should certainly be given 
to any known sufferer from gout, the best method of administration being 
the intramuscular injection of a preparation containing 600 mg. of phenyl- 
butazone in 1 per cent. lignocaine. 
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Local heat, either in the form of a hot-water bottle or an electric pad, 
is often comforting and some patients are still convinced of the value of a 
belladonna plaster. 

Localized areas of tenderness are often found in patients with lumbago and 
may indicate the site of the lesion. In every case therefore such trigger points 
should be sought; they are most commonly found in the following situations: 
(1) the interspinous ligament between the fifth lumbar and first sacral 
spinous processes ; (2) the interspinous ligament between the fourth and fifth 
lumbar spinous processes; (3) the tissues in the ‘multifidus triangle’, and (4) 
the ligamentous and muscular insertions related to the sacro-iliac joints. 

When localized trigger points are found they require injection with a 
local anzsthetic agent, preferably combined’ with hydrocortisone and 
‘hyalase’. Tender fat deposits as previously described should also be 
injected. I use 5 to 10 ml. of a solution containing 0.5 per cent. lignocaine, 
25 to 50 mg. (1 to 2 ml.) of hydrocortisone, and one ampoule of ‘hyalase’. 
The use of local anesthesia in the treatment of lumbago is of long standing, 
and Gowers advocated ‘the deep hypodermic injection of cocaine, repeated 
daily for 2 or 3 weeks. It unquestionably promotes the subsidence of the 
sensitiveness, provided that the ease obtained is not abused by increased 
exercise’. The therapeutic value of local anzsthesia was also stressed by 
Kellgren (1938) whose report stimulated many to adopt this method of 
treatment. Since the advent of hydrocortisone, treatment by injection has 
become even more widely practised. Hydrocortisone has been shown by Ziff 
et al. (1952) to have an anti-inflammatory effect and it is presumed to be this 
effect which is responsible for the lasting relief of symptoms following local 
injection. No other form of treatment appears to be as effective in preventing 
the after-effects of an attack. It should again be emphasized that the success 
of treatment by injection depends upon accurate localization of the appro- 
priate trigger point and this may be difficult or impossible. 

A useful additional form of treatment is counter-irritation which, to 
quote Gowers again, ‘sometimes lessens the pain, and the actual cautery is 
certainly the most effective form’. The cautery is not often used nowadays 
but is a very effective form of counter-irritation. It is well tolerated by the 
patient, easy to carry out, and the apparatus is cheap, simple and portable. It 
could be employed more often with advantage. I find it particularly useful 
where trigger points have not been found, and in patients who have a tem- 
porary painful local reaction to injection. Rubefacient ointments and massage 
creams are of little or no value in the acute stage of lumbago. 

In circumstances in which it is impossible for a patient to achieve adequate 
bed rest, or in which it is imperative that he be up and about, a plaster 
jacket may be tried as a compromise form of treatment. If tolerated the 
jacket may be expected to produce substantial relief of symptoms within 
twenty-four hours and should then be retained for seven to ten days. At this 
stage further physical examination and, in some cases, radiological investiga- 
tion, are necessary. The patient may require a new jacket for a further period. 
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When lumbago is due to a disc lesion a plaster jacket applied after the 
acute phase is over enables the patient to return to work at a relatively early 
stage. 
PREVENTION 

Lumbago is a hazard in occupations which involve heavy lifting. It is 
common in labourers and agricultural workers, in ambulance drivers and in 
nurses. Instruction in efficient methods of lifting and carrying would greatly 
reduce its incidence. It is my experience that the majority of nurses who 
suffer back strains have minor postural abnormalities such as sway back. 
These abnormalities can usually be corrected (Barlow, 1954; Turner, 1956) 
and this should be done at the beginning of training. Proper instruction in 
lifting and postural re-education is particularly important in the prevention 
of recurrences. 

SUMMARY AND CONCLUSIONS 
The term, lumbago, has been taken as having a precise meaning and is 
restricted to severe low back pain of abrupt onset and short duration. 

Trauma involving one of the structures in the lumbar or gluteal regions 
is the most common precipitating event. Prolapse of an intervertebral disc 
is often the responsible lesion but it is not justifiable to claim that it is the 
sole cause. The immediate relief of pain produced by injection of tender 
trigger points in soft tissues supports the belief that lesions in those structures 
also precipitate attacks. Common sites of tenderness are the interspinous 
and supraspinous ligaments, the ligaments around the sacro-iliac joints, and 
the attachments of the lumbar and gluteal muscles. 

The presence of abnormal fat deposits and, in special circumstances, 
exposure to cold may sometimes be contributory factors. Primary fibrositis 
is no longer acceptable as an entity. Lumbago may be the presenting 
symptom of underlying bone or joint disease, but this is exceptional. 

Treatment is by complete bed rest and analgesics. If adequate rest cannot 
be achieved a plaster jacket may be applied. When local trigger points are 
present they are injected with a local anesthetic agent combined with 
hydrocortisone and ‘hyalase’. 

Initial attacks may be prevented by correction of postural faults. 
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BACKACHE IN GENERAL PRACTICE 


By R. M. McGREGOR, T.D., M.B., Cu.B. 
Hawick, Roxburghshire 


LaRGE numbers of patients with backache are admitted to hospital for 
treatment but this is only a small percentage of the total who seek medical 
advice. The family doctor successfully treats the largest proportion of 
his or her cases. Difficulty arises, however, in providing a descriptive 
pathology of the cases successfully treated. This is due to the fact that in 
general practice a preponderance of the cases are due to lesions of the little 
understood soft tissues. In the cases caused by strenuous exertion or 
violence it is seldom possible to differentiate between muscular and liga- 
mentous strain in the initial stages. Most commonly it is a combination of 
both. The hospitals receive cases which show some gross pathological 
change, or cases which have failed to respond to some form of treatment 
and in the case of the latter this delay means that the hospital staff are 
seeing a residual pathological change. A comparison therefore between hos- 
pital and general practice statistics would reveal wide divergence of opinion 
concerning relative frequency in causative pathology. The hospital figures 
would be much distorted in favour of organic causes whereas in general 
practice these are comparative rarities. 


THE THRESHOLD OF PAIN 

Probably the greatest difficulty in dealing with backache is the assessment 
of the severity of pain. It is here that the family doctor has an advantage 
over his consultant colleague in so much as he has probably had past experi- 
ence of complaints by the patient. When a patient has made frequent visits 
for trivial conditions it is but natural not to be overawed by an expansive 
story of acute discomfort. There are occasions, of course, when this is a 
disadvantage. The fresh complaint of backache can be assumed to be yet 
another triviality when indeed the patient has developed an underlying 
serious condition. The great pity is that we have no way of measuring the 
degree of pain. Reliance must be placed upon clinical acumen unless the 
pain is accompanied by severe shock symptoms. Furthermore, the threshold 
of pain is subject to great variation, not only between individuals but also 
in the same individual. A person subjected to physical fatigue or mental 
distress is much more sensitive to pain than when he or she is rested or in 
a joyous mood. 

It is usual to consider this aspect of the problem under psychogenic or 
psychosomatic causes but there are several reasons why it is probably better 
to avoid the use of this category in general practice. Here it is extremely 
rare to encounter frank malingering. It is not uncommon, however, to have 
a patient with a lesion in tissue or bone which could adequately explain the 
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symptom of backache but it is only when some other factor is superimposed 
that complaint is made. Backache is often experienced by the temporarily 
anxious, the menopausal female, the chronic alcoholic and the overburdened 
worker. Lastly, this category implies a finality to the diagnosis and the 
proffered treatment may not be given with the necessary enthusiasm to 
imbue the patient with confidence of its efficacy. 

For these reasons the shibboleth of psychological causes is being avoided, 
not in the belief that none exists but because the family doctor must be 
compassionate and the patient must be allowed to believe that the pain is 
real. By so doing better results will be obtained ; many patients will be spared 
useless treatment and fewer false claims on the value of certain remedies 
will be made. 

GENERALIZED CAUSES 

There are certain conditions commonly encountered in general practice 
which cause aching in more than one region of the back. Osteoarthritis is 
one such condition and is peculiar since x-rays taken for other reasons often 
record extensive osteophytic outgrowth of the vertebre without the com- 
plaint of backache. On the other hand, some injury may be followed by 
prolonged backache and x-rays reveal evidence of osteoarthritis which must 
have been present for many years. This is seen particularly when the 
articular facets are involved and it may be explained by the nipping of the 
soft tissues. Whatever the cause, these patients obtain relief from treatment 
and, if encouraged to take a philosophical outlook on life, the discomfort 
suffered is minimal. The few patients who have not become reconciled, and 
who have sought relief from a variety of manipulative experts, have paid a 
bitter price for the enforced movement. Patients suffering from rheumatoid 
arthritis are also subject to backache in various regions. This is probably 
due to the faulty gait or stance. 

Adiposity is of particular importance since it is a common Cause not only 
of low back and lumbar pain but also aching in the shoulder girdles. Regular 
weighing with exhortation to accept a suitable diet is an essential part of 
the treatment. The sagging shoulders of the patient who is anemic may 
cause much distress in the dorsal region and without treatment of the 
anemia the backache will continue. The many causes of defective posture 
—such as the young woman when she starts wearing high-heeled shoes; 
the young man who slouches, particularly if he also splays the feet; pro- 
longed lounging in low chairs; badly constructed work benches; low washing 
tubs and sinks—are only a few of many causes of pain in all regions of the 
back. In the old, osteoporosis of bone, particularly if it is associated with 
angzmia, can cause much distress in the lumbar and dorsal regions. This 
is not a frequent occurrence but, when present, it is my impression that 
better results are obtained by combining cyanocobalamin with iron therapy. 
An extremely rare cause in general practice is multiple myelomatosis and 
it is mentioned merely because of the severity of generalized backache in a 
recent case. 
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THE DORSAL KEGION 
In this region some disturbance in the soft tissues accounts for the great 
majority of cases, and four areas are particularly vulnerable. 

(1) The origin of the supraspinatus muscle with the overlying trapezius. 

(2) The 7th cervical spine with the trapezius attachment. 

(3) Between the shoulder blades in the area of the rhomboid muscles with 
the overlying trapezius. 

(4) The lower four intercostal muscles. 

The pain complained of varies from a chronic ache to the acute discom- 
fort of a wry neck. The onset of the pain is usually gradual and, on examina- 
tion, areas of acute tenderness may be discovered which, with a little 
imagination, could be considered to be ‘fibrositic nodules’. These areas are 
especially common over the supraspinatus muscles. The most frequent 
sufferer is undoubtedly the menopausal woman in whom the complaint can 
be sustained for a considerable time unless an explanation is given and 
treatment directed to the menopausal syndrome. Pain around the chest wall 
which appears to come from the lower four intercostal muscles is also 
common. A small number of these latter cases may show the rash of shingles 
appearing after a few days and this, of course, gives the comfort of a definite 
diagnosis. Pain over the region of the rhomboid muscles is often seen in 
the patient with asthma or with a severe cough. It is possible that it is 
due to strain of these muscles. Patients who have developed a kyphosis or 
scoliosis due to defective posture or congenital defect complain of backache 
at irregular intervals. 

Such cases illustrate very well the presence of an organic lesion which 
could be expected to cause discomfort but it is only when some other factor 
is superimposed that complaint is made. The woman who has had this 
defect over many years almost invariably reports during the menopausal 
years. Mention has already been made of posture and anemia causing 
aching in the dorsal region. Lesions in bone are relatively uncommon in 
general practice but must always be borne in mind, particularly in patients 
who have had a malignant breast or a prostate removed. Visceral causes 
in the dorsal region might also be considered rarities but are vivid at present 
since a run of three cases of lung cancer had each a degree of backache. 


THE LUMBAR REGION 
Backache in the lumbar region is usually given the generic term of lumbago 
and no reason is seen to depart from this. It is here that we experience the 
stresses and strains of physical endeavour and it is surprising how many 
patients state that it had a sudden onset. The pain is usually referred to 
one or other sacro-spinalis muscle, but not infrequently both are involved 
with one more tender than the other. The acute attack subsides fairly 
rapidly as a rule but some require a few days’ rest before ease is obtained. 
The recurrent lumbago is much more difficult to treat. It is seen more fre- 
quently in men and often they are not the most diligent of workmen. A 
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percentage of these are reported as having a narrowing of an intervertebral 
space suggesting a disc lesion. It is to be realized, however, that the great 
majority of cases seen by the family doctor show no neurological disturbance. 
The loss of an ankle-jerk is, in comparison, very rare. A chronic ache in 
the lumbar region is a frequent complaint of housewives, particularly the 
adipose and those of the menopausal age. The cause is probably prolonged 
bending over too low a kitchen sink or washing tub and it is aggravated 
by the mental disturbance of the menopause. 

Even in general practice the lumbar vertebrae must always be suspect 
when aching in the back is prolonged. The patient who has had a fall from 
a height and continues to experience a dull aching pain, particularly if 
there is a suggestion of girdle pain developing, requires an x-ray. By doing 
so a complete collapse of the first lumbar vertebra will be avoided in some 
patients. Every family doctor will encounter the occasional case of malignant 
secondaries in these vertebra. When the patient has other manifestations 
of secondaries it is not of much added significance, but there is the rare 
occasion when it is the first indication of cancer or it is the only area of 
secondaries discoverable. These are, indeed, disconcerting cases. 

The nerve lesion ‘par excellence’ from the lumbar region is sciatica and 
this can be the cause of prolonged and severe pain. For the purposes of 
distinction use is made of the term ‘true sciatica’ to indicate pain with 
definite neurological involvement such as loss of the ankle-jerk, a positive 
Mennel’s sign and some sensory disturbance, particularly of the skin over- 
lying the upper third of the fibula. In these cases it is thought wise to warn 
the patient straight away that discomfort will be experienced for two weeks 
at least and that full recovery may take two or four weeks more. The loss 
of the ankle-jerk remains for a much longer period and may not return. 
Other cases are encountered, and these are more frequent than true sciatica, 
which give a history suggestive of true sciatica but have no neurological 
involvement. It is possible that the degree of extrusion of an intervertebral 
disc gives an adequate explanation for this. In this type recovery is quicker 
unless the patient is overburdened with mental stress. In these circum- 
stances the persuasive powers of the medical attendant and also the relatives 
can be sorely tried. 

Visceral causes of lumbago have been few in my experience. Constipation 
has often been a contributory factor and the chief one in a number of cases. 
Pyelitis often causes a dull ache. 


THE SACRAL REGION 
Pain in the buttock muscles is not quite so frequent an occurrence as pain 
in the muscles of the shoulder girdle. It does occur, however, after certain 
forms of exercise, prolonged sitting in the same position and in relationship 
with the pain of sciatica and of lumbago. Again, areas of acute tenderness, 
the so-called fibrositic nodules, may be discovered. 
Adiposity has been the most common cause of aching pains in the sacro- 
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iliac joints in this practice, but apparent strain following strenuous exercise 
in the young man has been encountered occasionally. When this is pro- 
longed or of frequent occurrence, x-rays are always desirable—to eliminate 
ankylosing spondylitis. No case of the latter has been discovered in the last 
ten years. Coccydynia in women has seldom been encountered but in the 
very few cases treatment has always been difficult. Visceral causes of sacral 
backache are suspected more often than they are discovered. Cancer of the 
rectum and prostate has not been experienced as a cause, but benign enlarge- 
ment of the prostate with retention presented itself as backache on one 
occasion. In women dysmenorrheea is a more common cause than any other 
pathological lesion. It is also a frequent complaint following a gynzxcological 
operation such as hysterectomy or perineal repair. This may be due to the 
operation, or to strain caused by the position occupied during the operation. 
Constipation is a justifiable diagnosis as a cause of sacral ache in many cases. 


TREATMENT 

Treatment varies according to the situation and the cause. Basically it con- 
sists of heat in some form, associated with a medicament which may relieve 
the pain. The heat may be applied by hot-water bottles and, where possible, 
it is recommended that the bottle rests on the part rather than having the 
patient keeping contact by lying on it, as this gives more relief. Electric 
pads may be substituted for the hot-water bottle. An occasional patient 
provides him- or her-self with an infra-red ray lamp. This is always taken 
as a further indication to look beyond the actual discomfort to find a cause 
for a reduced tolerance to pain. The post-bag contains innumerable samples 
of rubefacients but I cannot say that I have found any of these of more use 
than equal parts of ointment of methyl salicylate B.P.C. and ointment of 
capsicum B.P.C., except that they have a more pleasant smell. In acute 
lumbago, I more commonly use kaolin poultice B.P., reinforced by a hot- 
water bottle, since it is felt that rubbing is not restful to the part. Another 
form of heat often used is to apply a hot iron, as hot as can be tolerated, 
through a piece of flannel or, better still, brown paper. It is believed that 
this provides some infra-red ray in addition to the heat. Incidentally, a 
speedy recovery from lumbago has been obtained when the covering tissue 
was missed and the hot iron, applied directly to the skin, caused blister 
formation. 

Drugs utilized are not numerous. Aspirin is the essential one but, since 
mental stress is so often associated with many of the causes, aspirin and 
phenobarbitone are used in conjunction with each other. “Tercin’ (B.D.H.), 
which contains aspirin, phenacetin and butobarbitone, in doses of one or 
two tablets thrice daily, or more often if necessary, has proved a useful 
medicament. In true sciatica, pethidine by mouth or by injection has been 
used occasionally. ‘To ensure sleep in the severe sufferer a barbiturate has 
been prescribed. In the menopausal patient resort to hormones is not so 
frequent now as in past years. A mild tranquillizer, such as benactyzine, 
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alternated each fourteen days with a very small dose of stilbeestrol, avoids 
upsetting the periods and is not so liable to cause withdrawal bleeding. 

If these measures do not give the required relief, a local anzsthetic is 
injected in doses of 5 to 10 ml. There are two areas in particular where 
this measure is used. One is in the region of the supraspinatus and the 
other is in the vicinity of the sacro-spinalis muscle. In each case a long 
needle is used and the most tender spots are selected. In the supraspinatus 
area the needle is inserted until the floor of the supraspinatus fossa is 
struck and, as the needle is withdrawn, the solution is injected with a little 
being left in the subcutaneous tissue. In the lumbar region the lumbar 
dorsal fascia is penetrated and the solution is injected both deep and super- 
ficial to this. 

Rest is seldom necessary for conditions affecting the soft tissues in the 
dorsal region but putting the arm in a sling is sometimes advised. In the 
lumbar region the severe cases require a few days’ rest. The patient with 
true sciatica voluntarily retires to bed, and confinement there for at least 
fourteen days is desirable. A firm bed is always recommended and a pillow 
in the hollow of the back to arch it forward is useful. During convalescence, 
lumbago patients are recommended to sit like a dowager duchess in a high- 
backed chair and to take frequent hot baths. 

The great majority of patients recover with one or other of these measures 
but a few require advice and help from orthopedic or other colleagues. 
The prescribing of physiotherapy pacifies the more chronic cases, and the 
provision of a metal brace to prevent flexion is useful since the patient is 
made so uncomfortable that he recovers more speedily to avoid this form 
of torture. In patients with secondaries in the vertebra, and whose general 
condition is good, a journey of a hundred miles to get a small dose of deep 
x-ray therapy has given worth-while relief. 


CONCLUSION 
This article endeavours to show the varieties of backache which have been 
encountered in one particular practice. Variations will occur according to 
the type of patient and also the indigenous industries of the neighbourhood. 
Whilst only a minority of cases require diagnostic x-ray facilities, and still 
fewer the use of hospital beds, nevertheless, the direct access to these in 
this neighbourhood increases the scope for diagnosis and treatment. It also 
increases the responsibility of the family doctor to the patient. 
The initial approach of the family doctor to this problem is all-important. 
It is possible to reduce very appreciably the numbers who require hospital 
treatment by a proper assessment of the cause. In doing this it is suggested 
that the family doctor should avoid the use of psychosomatic causes and 
think in terms of a temporary lowering of the threshold of pain. This will 
stimulate more adequate search for a cause and further search will always 
reduce the amount of chronic invalidism. 











BACKACHE AS A 
PSYCHOSOMATIC MANIFESTATION 


By RICHARD ASHER, M.D., F.R.C.P. 
Physician, Central Middlesex Hospital 


I po not think it likely that there are many cases of backache due purely to 
emotional or psychiatric causes. I also believe that quite a lot of alleged 
psychosomatic backache has some physical cause which has not yet been 
discovered. If psychosomatic backache satisfies any unconscious desire the 
desire most likely to be satisfied is that of the doctor for a diagnostic label. 
If psychosomatic backache expresses any hidden fear, the most probable 
fear to be expressed is that of the doctor who fears to admit he cannot make 
a diagnosis. Most doctors feel dissatisfaction when they cannot sort their 
cases into the neat diagnostic compartments provided by their teachers and 
their books. Moreover, it must be remembered that the detection of con- 
vincing psychic factors in the way of emotional strains and psychological 
stresses is no proof that they are the cause of an unexplained back pain. 

These introductory remarks may sound cynical and critical but some 
strictures are necessary to restrain the too easy acceptance of psychosomatic 
explanations for every case of backache that has no obvious cause. Not 
only may such an attitude delay the discovery of physical illness, but it may 
hamper research into causes of unaccountable backache by providing the 
comforting illusion that they are all accounted for. This is not to deny 
that backache can be psychosomatic but to advise restraint in too readily 
accepting it as such. Pure psychosomatic backache is rare although the 
condition does exist. Backache with a small physical factor and a relatively 
large mental factor is not rare and it is with that kind of backache that this 
article is largely concerned. 


THE FACTORS INVOLVED 
Anxiety.—Some people seek medical advice because of the symptom 
itself; they wish for physical relief of the pain. Others come to the doctor 
because of the possible significance of the symptom; they want mental relief 
from the worry. The former ask: ‘What will ease the pain?’; the latter want 
to know: ‘Does the pain matter?’. To make the doctor take enough notice 
of their pain they may magnify or otherwise decorate the symptom, but they 
will usually avoid naming outright the fear that is worrying them. This may 
be anything: fear of cancer, fear of pregnancy, fear of becoming crippled 
with rheumatism or fear of venereal disease. Thus, unconscious salesmanship 
can exaggerate symptoms paraded before the doctor in an effort to find out 
their significance. If the cause of this symptomatic hypertrophy is not 
dispelled by reassurance the emotional mechanisms described in the next 
paragraph may promote further increase in the pain. 
August 1957. Vol. 179 (158) 
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Emotional factors.—Fear and anxiety may themselves beget or enhance 
backache by their influence on muscular tension. The expressions ‘rigid with 
anxiety’ and ‘stiff with fear’ are founded on fact. Tight muscles are painful, 
particularly if there is a mild organic pain to be magnified thereby. De- 
pression, too, may contribute to back pain by encouraging a dreary, slouching 
posture with resulting strains on muscles and ligaments. Quite a different 
mechanism must account for the violent upper lumbar pain which may 
accompany acute terror—for example during air raids—and it has been 
suggested that this is related to sudden adrenal activity. 

Oversensitivity—Some people feel discomfort too easily. Like the 
Princess who felt uncomfortable when a pea was placed under a pile of 
mattresses, the slightest uncomfortable stimulus provokes pain. In such 
people the slightest amount of trauma, the smallest gynecological affliction 
or the minimal amount of so-called fibrositis, provokes pain. Once pain is 
felt the resulting anxiety is enough to augment it. 

Lack of distractions.—A chair feels hard during a dull lecture and yet is 
unnoticeable when the lecture is enthralling. There are people whose back 
pain is equivalent to little more than the discomfort of a hard chair but 
because their lives are as tedious and irksome as a dull lecture, their dis- 
comfort is magnified in the same way. 

Suggestibility—The influence of unhelpful suggestions made by friends 
(“They say back pain is an early sign of cancer’. “They say you are sometimes 
six months flat on your back if it’s a disc’.); the influence of advertisements 
which may suggest that back pain implies kidney disease; the death from 
cancer of a friend or the reported death from cancer of a public figure—all 
these things may make a nervous person acutely conscious of his backache, 
because of its possible significance. A more harmful effect of suggestion is 
the outcome of prolonged litigation after a back injury. Counsel for the 
injured party may, in his efforts to convince the court of the justice of the 
claim, have an even more convincing effect upon his client’s psyche. 

Gainful results.—For some people an illness such as backache provides a 
certain amount of satisfaction. In its simplest form the reward may be 
financial and the resulting psychosomatic disturbance can vary from 
malingering to compensation neurosis. Compensation neurosis is far the 
commoner, so common that it has a separate article in this symposium and 
is not considered here. Another form of satisfaction is an escape from 
unpleasant duties as in the person who ‘has a weak back’ and so avoids any 
heavy work. Other people find backache provides them with attention and a 
feeling of importance; they like going from one department to another 
discussing themselves and their symptoms. They may, in seeking attention, 
find particular satisfaction from attending an osteopath who invariably finds 
a displaced bone which everyone else has missed. 

Sexual factors.—Many cases of dyspareunia are largely of psychosomatic 
origin and dyspareunia is quite often associated with back pain. Therefore 
it can be said that sexual factors can contribute towards psychosomatic 
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backache, possibly by causing muscular spasm or, alternatively, on account 
of that rather nebulous factor, pelvic congestion. In some unhappy marriages 
the back pain may provide an excuse for refusing intercourse and hence an 
unconscious reason for the backache continuing. 


DIAGNOSIS 

The presence of a psychosomatic factor is suspected when there seems a 
disproportionate amount of pain for the physical cause or when the emotional 
reaction to the pain seems to be exaggerated. The diagnosis should be pro- 
visional and often reviewed lest diseases like myelomatosis, carcinomatous 
spinal metastases or tuberculosis of the spine should be missed. Last month 
I saw a woman deformed and bedridden with back pain which had been 
labelled hysterical for over ten years until the condition was recognized as a 
newly described condition—the stiff man syndrome (a progressive illness 
typified by spasm rather like tetanus except for its duration) (Moersch and 
Woltman, 1956). 

The diagnosis may be supported by a family history or previous history of 
neurotic illness and by eliciting some of the psychological factors described 
earlier—fear of serious disease, emotional reactions, unconscious motives of 
gain and so on. 

TREATMENT 

The management of psychosomatic overlay consists first in the doctor 
convincing himself of its existence and its cause and secondly in his passing 
on those convictions to the patient. If groundless fears of disease or disable- 
ment are assailing the psyche they must be set at rest. The technique of such 
reassurance depends upon both the confidence of the doctor and the 
intelligence of the patient (for some patients a negative x-ray provides 
complete reassurance). It is also important to be able to show a patient that 
his pain is predominantly nervous without making him feel that his symp- 
toms are either imaginary or fraudulent. If there is any doubt in the doctor’s 
mind it is a wise practice to refer the patient for another opinion before the 
position is explained to him. Apart from explanation, it is well to discuss 
any particular anxieties, giving common-sense advice when possible (but 
even airing anxieties seems to benefit them). Medicines, physiotherapy or 
unnecessary restrictions on exercise and occupation are to be avoided because 
they encourage the idea of serious organic trouble. 

Finally the patient must be made less ‘back conscious’ by encouraging 
him to devote enthusiasm to his work and play instead of to observing his 
back pain. This advice is easy to give but not easy to carry out successfully ; 
it must be admitted that backache with a large psychosomatic element is 
among the less tractable conditions seen in medical practice. 


Reference 
Moersch, F. P., and Woltman, H. W. (1956): Proc. Mayo Clin., 31, 421. 
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THE MEDICO-LEGAL AND 
COMPENSATION ASPECTS OF 
BACKACHE 


By SIR HUGH GRIFFITHS, C.B.E., M.S., F.R.C.S. 
Surgeon, Albert Dock Hospital 


‘MEDICO-LEGAL’ is a composite word designed to show the relationship 
between the two professions of medicine and law. It cannot be too strongly 
emphasized that each is entirely distinct from the other, although in certain 
circumstances each may be the complement of the other. Etiology, patho- 
logy, treatment and prognosis are pure medicine. Right to compensation, 
claims for damages and quantum are solely legal questions. A doctor may 
tell his patient to seek legal advice; he must never presume to offer it. He 
is not qualified by training or experience to give Counsel’s opinion. 

Back pain is a more potent source of litigation than any other human 
ailment, and in its consideration there are no less than seven different plat- 
forms on which the practice of medicine and the administration of the law 
may meet: (1) diagnosis, (2) causation, (3) treatment, (4) disability, (5) 
capacity for work, (6) prognosis, (7) the effect of litigation on medical 
treatment. On each of the first six matters the doctor is called upon to 
express an opinion which will assist the solution of a legal problem. This 
opinion is usually given first in writing, but may have to be substantiated 
in the witness box. The seventh is solely a matter for the doctor’s appraise- 
ment of his case. 

DIAGNOSIS 

It is no part of this article to discuss differential diagnosis. In the treatment 
of low back pain the exact differentiation between the conditions in certain 
groups of causations, say, low back sprain, may not be of paramount 
importance, but in medico-legal issues the whole crux of the matter may 
depend solely upon an exact diagnosis, and no effort must be spared by 
the examiner, both to determine this exact diagnosis and also to frame his 
opinion in such a way that nobody shall be left in any doubt as to why 
he has arrived at his opinion. 


CAUSATION 
In almost all cases of low back pain which are the subject of litigation, it 
is alleged that the pain has resulted from a specific injury. In some cases 
the mechanics of injury provide the essential clue to diagnosis. In others 
it may be possible to argue back from the condition that is found on 
examination to the mechanics of injury that had been sustained. For 
example, all compression fractures of the bodies of the vertebra that have 
occurred without obvious damage to the pedicles are the result of flexion 
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injuries. Strains of the back, including prolapse of an intervertebral disc, 
usually occur during extension from the flexed position, and then almost 
invariably with the breath held and often with the knees extended. Per- 
sistent back pain from a direct blow is not common, except when the pain 
is situated over the lower part of the sacrum or coccyx. 

It is therefore of the utmost importance to obtain as accurate a history 
as possible of the actual mechanics of injury, although many patients are 
quite unable to describe in detail exactly what happened at the moment of 
accident. In some, of course, there is loss of consciousness associated with 
a period of amnesia, but in others the history given is usually what the 
patient has been led, possibly by his own imagination, to believe must have 
happened, and therefore the ultimate history given is often associated quite 
incorrectly with a direct blow on the back. In ascertaining both the site 
and nature of injury, x-rays have their value as well as their pitfalls. An 
x-ray film showing a fracture of the pedicle of a vertebra is indicative of a 
direct blow or a hyperextension or a rotation injury, but never of a flexion 
injury unless also associated with a compression fracture of the body of one 
or more vertebra. Similarly, an avulsion fracture of a spinous process is 
usually indicative of unrequited muscular effort. 

One of the most difficult medico-legal problems in relation to low back 
pain is to decide whether a trivial injury to the back itself or an injury to 
some other part of the body may be followed by persistent back pain from 
the establishment of disease or from the aggravation of pre-existing disease. 
It is probable that more cases of fibrositis of the spine and of arthritis of 
the spine appear in the law courts and before appeals tribunals than attend 
the outpatient departments of our hospitals. Fibrositis of the lower back, 
in spite of a recent medical symposium, is a definite entity and sometimes 
is associated with injury. For instance, it sometimes follows fractures of 
transverse processes of lumbar vertebra that have been treated by prolonged 
immobilization, sometimes with plaster of Paris and more often with a 
surgical corset. In such cases it may be that branches of the lumbar plexus 
are pressed upon by scar tissue in the psoas muscle, giving rise to symp- 
toms which are usually diagnosed as due to a prolapsed intervertebral disc. 
Osteoarthritis of the lower spine is also an entity. In over forty years of 
practice | have myself encountered more than a dozen such cases. But over 
ninety-nine per cent. of so-called osteoarthritis of the lumbar spine is a 
disease invented by radiologists as an appellation for the new bone formation 
that decorates the bodies of the lumbar vertebre of those who have been 
engaged in arduous labour for a number of years. This condition is not true 
osteoarthritis of the spine, a disease which involves the margins of the 
hyaline cartilage of the true joints between the articular processes, and it is 
not a condition that causes pain or is likely to be aggravated by direct 
injury. If now we are to be denied the comfortable, although inaccurate, 
diagnosis of ‘aggravation of a pre-existing fibrositis or arthritis of the lower 
back’, can this low back pain, if genuine, be explained? Or must we fall 
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back upon the myth of functional or hysterical pain? I state my position 
at once by saying that there is no such thing as ‘imaginary pain’, and that 
in every case of low back pain an organic cause of that pain may be found. 
It is true to say that in many cases the actual degree of pain is infinitely 
greater than would be accepted or expected from the organic cause of that 
pain, and that this can only be interpreted as a hysterical magnification of 
suffering due to the original organic lesion. 

The bulk of otherwise unexplained low back pain that follows minor 
injury to the back or injury to other parts of the body is due to the sub- 
conscious action of the patient in ‘nursing’ his back or body in an unnatural 
position, and throwing an unnatural strain on the true joints and ligaments 
of the lower back. 

TREATMENT 
The question of treatment is of medico-legal importance in indicating the 
length of time during which the patient may expect to be under treatment, 
and the amount of time which may have to be devoted to that treatment, 
particularly in so far as it may interfere with his normal activities. ‘The 
nature of the treatment given or forecast may also affect the examiner in 
giving a prognosis. Finally, the cost of treatment may have to be taken into 
consideration in assessing damages. The failure of the patient to secure or 
undergo treatment, to wear or to discard his surgical corset as he may have 
been advised, all may influence a judge in arriving at an opinion on the 
question of liability, and damages. In exceptional cases the examiner may 
be called upon to express a definite opinion as to whether or not the treat- 
ment accorded to a patient amounted to professional negligence on the part 
of his medical attendants or whether the hospital authorities themselves had 
been negligent. 
DISABILITY 

Disability may be defined as the unpleasant consequences that follow injury 
or disease. Pain is the chief of all disabilities, and the hardest to assess. 
Extreme pain may have certain clinical manifestations such as pallor or 
flushing; sweating which may be generalized or local; a rise in the pulse 
rate, or increased muscle resistance; but when there are no definite clinical 
manifestations of pain the doctor must rely upon the history which the 
patient gives him, and upon a study of his habits. In taking the history, 
he must remember that the patient is the advocate for his symptoms, usually 
concerned that the doctor shall understand the full extent of his suffering, 
and like all amateur advocates he relies on hyperbole for his effects. ‘The 
man who has had low back pain of any severity over a period of weeks or 
months invariably acquires a few habits which he has found by experience 
lessen the tendency to aggravation of his pain by movement. One of the 
commonest is in picking up shoes or socks from the ground. He bends the 
knees and drops the arm behind him so that he is picking up the objects 
with the back quite straight, which he could hardly do if they were in front 
of his body and he had to stretch his arm forward. Those patients who insist 
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that they cannot put their shoes and socks on and always have to have this 
done for them are in my experience seldom entirely genuine. 

In assessing the disability that arises from pain, the time and circum- 
stances in which the pain is felt are of importance. Back pain is particularly 
susceptible to position, and the enjoyment of the theatre or cinema may be 
completely spoilt by the necessity of maintaining a sitting position for a 
rather long time. Loss of the ability to play games or to take outdoor 
exercise, and the consequent deterioration in general health, are common 
sequelz of back pain. 

It is perhaps less difficult to give an opinion which may be used as an 
appraisement of the disability following back pain if that opinion is to be 
used for the purposes of litigation at common law, than is the case when 
the opinion is to be used as the basis of assessment for industrial injury 
benefit. In the latter, the appraisement is for one of loss of faculty, and on 
that score alone the doctor immediately finds himself in very deep water. 

Loss of faculty is not clearly defined in the National Insurance (Industrial 
Injuries) Act, 1946. The Act gives the impression from Section 12, para. 2, 
that it means any disability, excluding capacity for work, which would not 
be found in a person of the same age and sex whose physical and mental 
condition is normal, whereas most doctors in trying to assess disability 
would consider first, capacity for work, and determine whether or not a 
patient could earn his daily bread. If loss of faculty means anything, it 
probably means loss of the ability to function physiologically, and this 
necessitates in every circumstance the full coordination of mind and muscle. 
But the Act distinguishes between physical faculty and mental faculty, and 
indeed in this respect between the injured person and the normal person. 
Whenever loss of faculty is used in relation to the injured person, e.g. para. 7, 
Subsection 1 (b), and Section 12, Subsection 1 (b), reference is made to loss 
of physical or mental faculty, thus separating physical faculty from mental 
faculty, and indeed making nonsense of the whole Act, but when a reference 
is made to the normal person, Section 12, Subsection 2 (a), the reference is 
* whose physical and mental condition is normal’. 

The doctor who is called upon to make a percentage assessment of loss 
of faculty in one of his patients suffering from low back pain will be wise 
to abandon the quite meaningless words ‘loss of physical faculty’ and ‘loss 
of mental faculty’, and to consider his patient in the light of the Schedule 
of Injuries in use by the Ministry of Pensions and National Insurance. This 
Schedule fixes the percentage loss of faculty for a few specific injuries such 
as amputations: e.g. loss of the terminal phalanx of the little finger is 5 per 
cent.; loss of any two fingers 20 per cent.; a Syme’s amputation of one foot 
30 per cent. In the consideration of the patient with back pain in relation 
to such injuries as are listed in the Schedule doctors will, in the majority 
of cases, find themselves in agreement with medical boards, who assess the 
chronic back case as usually somewhere between 5 per cent. and 15 per 
cent. ‘loss of faculty’, 
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CAPACITY FOR WORK 

No medico-legal opinion upon the patient suffering from low back pain can 
be complete without the doctor’s expression of opinion as to the patient’s 
capacity for work, whether that work be gainful or not. Unfortunately, the 
conditions and physical requirements in the fields of common employment 
are not subjects that are included in the medical curriculum, and the doctor 
usually starts his career without much knowledge of those stresses and 
strains to which his patient may be subjected during his working hours. 
His opinion therefore upon capacity for work is often little more than a 
guess, except of course in those obvious cases in which the incapacity or 
the disability is extreme. The average doctor may get some help by reference 
to the questions postulated in the Form. D.P.1 used by the Ministry of 
Labour in the placement of disabled persons. This form can generally be 
obtained by application to a local Labour Exchange. If the doctor is not 
familiar with the conditions of work in which his patient is employed, he 
would be wise to confine his opinion to general terms, as in the D.P.1. 
For example: has his patient the physical stamina to work an eight-hour 
day for a five-and-a-half-day week, or is it considered that the amount of 
pain he has in the back will prevent his working full time or at all? If he 
be able to work, can he travel to work or would he be upset by the jolting 
of a bus or possibly having to strap-hang in the tube? Then come the con- 
ditions of work: can he work out of doors or must he work indoors? His 
purely physical capacity may be exemplified by his ability to walk, run, 
jump, stoop, bend, crouch, climb, strike, lift, or carry. In the consideration 
of each and every one of these faculties will be decided the ability of the 
man (a) to work at all, (b) to do heavy work, and (c) to do light work. 

By definition, heavy work is work involving a physical strain equivalent 
to, or greater than, that imposed by the lifting of 56 pounds (25 kg.). This 
does not mean that 56 pounds is anything like the limit of strain to which 
a man in normal employment may be subjected. It is generally considered 
that the average man can take a lifting strain of 1 cwt. (50 kg.) without 
undue risk, and that he may carry on his back, that is hump, a weight of 
considerably more. From these examples it will be seen that few mem with 
chronic back pain could be certified as fit for general heavy work in the 
open labour market, and yet many of them, possibly the majority, might be 
fit for heavy work that did not involve lifting weights from below the waist 
level, and others might lift weights from ground level provided that they 
conformed to the proper drill of going down with the back quite straight 
and the knees and hips flexed. 

PROGNOSIS 

Next to the expression of the opinion on capacity for work, possibly the 
prognosis is the most important part of the medico-legal opinion. The 
opinion on prognosis is given as a result of careful examination of the 
clinical facts: on the history of the case up to the present time, and on the 
experience the examiner has gained from other cases and through his reading 
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and his teaching. The prognosis may be affected to a considerable extent 
by circumstances that are not altogether within the control of either the 
doctor or his patient: for example, the ability of a man to obtain suitable 
employment within his capacity and so keep up his morale and general 
health. It is often said that litigation is a prime factor in prolonging the 
disability that arises from injury to the lower back. At a recent conference 
held under the auspices of the British Council for Rehabilitation, this 
subject was debated throughout a day by members of the medical profession, 
the legal profession, and the insurance profession, with members from 
industry and trade unions. The majority opinion was that there had been 
much exaggeration in the statements attributing prolonged incapacity to the 
delayed settlement of claims for damages or compensation. 

One often hears it stated from the witness box that pain in the back is 
functional in origin and that it will disappear rapidly after the settlement 
of the claim. It is true that a minority of cases do recover fairly rapidly 
after the termination of litigation. These cases have almost invariably 
suffered a genuine anxiety state in which they were induced to nurse the 
back in a faulty position. The spectacle is a common one of the patient 
with an anxious expression, rather a hang-dog air with the head hung for- 
wards, stooping from the waist and inclined slightly to one side. With the 
relief of his anxiety state he is able to look the world in the face again; 
his posture alters, and he is able to resume the upright position and in 
doing so provides his own antidote to his pain. This patient is not a malin- 
gerer: his pain is due, not to the delay in the settlement of his claim, but to 
the failure of his doctor to observe his posture and to take steps to correct it. 


THE EFFECT OF LITIGATION ON MEDICAL TREATMENT 
There is no doubt that many doctors, particularly in hospitals, are influenced 
in their treatment of patients by the fact that claims for compensation are 
pending. This is especially the case when an anxiety state is diagnosed. In 
some cases, particularly those in which there has been injury in the neigh- 
bourhood of the coccyx, the persistence of pain itself induces an anxiety 
state. In other cases this state is associated with the circumstances of litiga- 
tion. When both are present, it is very seldom that a surgical approach to 
treatment will result in the diminution of the experience of pain, and the 
failure to reduce pain is followed by an aggravation of the anxiety state. 
It follows that in such cases it may be advisable to defer operative treatment 
until the legal aspect of the case has been decided. But it is a mistake to tell 
the patient in so many words that no treatment can be given until his claim 
is settled. This attitude invariably aggravates a functional state. 

Back cases have suffered much more from over-treatment than under- 
treatment, mainly because physiotherapy, corsets, manipulation and other 
surgical manceuvres have been used as substitutes for active exercise and 
advice on posture, but it is a disaster when medical men are so influenced 
by the bogy of litigation that they withhold essential treatment. 


























CONGENITAL PYLORIC STENOSIS 


By MARIA I. ZNAMIROWSKA, L.R.C.P. & S.I. 
Resident Pediatrician, Rotunda Hospital, Dublin 


CONGENITAL hypertrophic pyloric stenosis shows a variable incidence: from 
1.5 to 4 cases per 1000 live births. It is a condition of great interest because 
a cure can be obtained in most cases provided the condition is diagnosed 
early enough and efficient treatment is given, whereas when diagnosis is 
late or treatment is on the wrong lines a high mortality may result. The 
over-all mortality of the condition is still high (about 10 per cent.), but in 
many centres experienced in dealing with the condition the mortality is now 
well below this figure. 


PRESENT INVESTIGATION 
In an effort to obtain the best possible care for babies suffering from pyloric 
stenosis, the Rotunda Hospital pediatric unit has developed a routine 
method for diagnosis and treatment of these cases by a team including a 
pediatrician, a surgeon, an anesthetist, a pathologist and special nursing 
staff. Since the opening of the Unit in 1951, 56 cases have been treated. 
During that time the mortality has fallen from 30 per cent. to o per cent. 
(fig. 1). There has been no death among the last 25 cases. The last death 
occurred in 1954 when a baby died from cerebral venous thrombosis prior to 
operation. The last death after operation was in November 1952, when a baby 
died (case 5, table 1) from lipoid pneumonia following inhalation of milk. 
This death occurred twenty-four hours after operation so the milk was 
probably inhaled before operation. In all, eight babies died, five being non- 
operative cases. Table I shows the causes of death of these eight infants. 


DIAGNOSIS 
History.—This is usually characteristic. ‘The child is reported to vomit most 
of his feeds. The vomiting starts by occurring once a day and then gets rapidly 
worse, gradually becoming more and more projectile. Loss of weight and 
constipation now become progressively worse though in several cases of this 
series the mother complained that the child had diarrhea and not con- 
stipation. This was probably a hunger diarrhea which does occur in the 
early stages of the condition. 

The onset of symptoms is said to be between the 2nd and 6th week 
although a few cases occur earlier or later. In this series the age at onset 
was found to be in agreement with that shown by other centres (fig. 2). 

It is generally stated that pyloric stenosis occurs more commonly in first- 
born males. In our series the incidence of females suffering from the con- 
dition was found to be about 18 per cent. The incidence of first-born, in 
our series, was lower than the average, forming only a third of the cases. 
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Duration | 
Date of of symptoms | Operation 
admission in weeks 
Case 1 31.1.51 ? Yes 
Case 2 12.3.51 13 No 
Case 3 8.6.51 4 No 
Case 4 25.6.51 I Yes 
Case 5 17.11.52 I Yes 
Case 6 21.1.53 I No 
Case 7 13.8.53 2 No 
Case 8 1.3.54 ? No 





Cardio-respiratory collapse 


Cause of death 





24 hours after operation. 





Marasmus (died soon after 
admission). 

Intercurrent infection while 
on medical treatment. 





Cardiac failure 8 days after 
operation. 
Lipoid pneumonia 24 hours 
after operation. 








Infection and dehydration 
(before operation). 


wl 





Broncho-pneumonia while on 
medical treatment. 

Venous sinus thrombosis 48 
hours after admission. 








Tase I1.—Cause of death in a series of 56 cases of congenital pyloric stenosis. 


Visible peristalsis._-This depends very largely upon the state of nutrition 


of the baby. When diagnosis is made early and 


the child is relatively well 


nourished visible peristalsis is difficult to see. In this series we have con- 
firmed this observation and now we do not attach much importance to this 
sign by itself. The baby suffering from pyloric stenosis, however, has a 
special appearance and ‘feel’ to the nurse feeding him: the child’s face looks 
‘unhappy’, he frowns and draws in the corners of his mouth without 
necessarily crying. While she is feeding him, the nurse feels him draw 


himself together before he vomits. 
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Fic. 1.—Incidence of deaths in a series of 56 cases of congenital pyloric stenosis. The 


sections in black indicate the number of deaths. m- 


=medical; s=surgical; t=total 
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The vomiting.—This is extremely characteristic and the word usually 
applied to describe it, projectile, is well earned. Indeed the stomach contents 
are expelled with such force that they shoot out over the baby’s feet if he is 
being held partially upright. No other form of vomiting has exactly the same 

characteristics. The 
15 vomited material in 
cases of some stand- 
ing often contains 
10 specks of changed 
yi blood. 
Tumour.—All those 
s signs and symptoms, 
however, are consi- 
ee dered inconclusive and 
fo) the case is not diag- 
be RP a ey 
prong Mca hes : ; stenosis unless a pyloric 
Fic. 2.—Age of patients at onset of symptoms in a series of > , 
56 cases of congenital pyloric stenosis. tumour is felt. This 
tumour is very charac- 
teristic to feel. It comes up against the examiner’s finger as a hard marble 
and then subsides again. Such a tumour was felt in all 56 cases of this series. 





















































NUMBER OF PATIENTS 





The method of palpation for a pyloric tumour used here is as follows. The 
baby is placed in the mother’s left arm and given a bottle by the right hand; his 
abdomen is uncovered. The physician sits on the baby’s left side and palpates the 
child’s abdomen with his left hand, passing the middle finger in behind the right 
rectus muscle. The tumour will be felt like a hard hazel nut or marble deep in 
the abdomen, somewhere between the umbilicus and the liver, a little to the right 
of the border of the right rectus muscle (Collis, 1938). 


It is important that the person palpating for a tumour be experienced in 
this procedure. The rule now in the Rotunda Hospital pediatric unit is that 
the tumour must be felt by one of the senior pediatric staff and confirmed 
by one other doctor before the operation is done, as otherwise mistakes 
sometimes occur, as in the following case. 


Shortly after the opening of the Unit a child was admitted with typical symptoms 
of pyloric stenosis. A tumour-like mass was felt, but when the abdomen was opened 
no pyloric tumour was found. Instead, there was a small diverticulum of the stomach 
just proximal to the pylorus. No surgical interference was considered necessary 
and the abdomen was closed. The child made a good recovery and there was no 
further vomiting. It was considered that vomiting in this case was due to pyloro- 
spasm secondary to the gastric diverticulum. 


If a pyloric tumour is felt, the child is admitted for treatment. If no 
tumour is felt and the child is sufficiently sick, he is admitted for observation. 
On admission, the stomach is washed out and the child is put on glucose 
water for twenty-four hours. Then he is put on ‘hydrochloric acid milk’, 
and given a phenobarbitone-bromide mixture. 

‘HCI milk’ is prepared by making a milk-water-sugar mixture in the required 
strength and boiling it in the usual way. The mixture is then left to cool and when it 
is nearly cold, 10 per cent. hydrochloric acid is added drop by drop, in the pro- 
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portion of 2 drops of acid to each ounce (29 ml.) of milk used. The mixture is 
stirred constantly during this procedure. 


In most cases in which vomiting is of dietetic origin this treatment brings 
marked improvement and cessation of symptoms. If the baby still vomits 
after a few days of this treatment, another attempt at palpating the tumour 
is made, gastric lavage having been performed first to ensure that the 
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Fic. 3.—Average period of hospitalization of 56 patients with congenital pyloric 
stenosis treated surgically. In each year the lower column represents the 
preoperative period and the upper column the postoperative period. 


stomach is empty at the beginning of palpation. 

X-rays.—A barium meal will confirm the diagnosis but the administration 
of barium to these constipated children is a bad procedure and may lead to 
final complete obstruction if the pylorus is still allowing the passage of some 
stomach contents. We therefore x-ray the child only in very doubtful cases, 
when, in spite of not palpating a pyloric tumour on several occasions, we 
still suspect the condition. In fact we have not had to resort to a barium 
meal for the last two years. 


COMPARISON OF MANAGEMENT OF CASES IN IQ95I AND 1956 
In 1951 it was considered that the danger of operation was real enough to 
justify medical treatment in half of the cases admitted. This meant that the 
cases treated medically spent a considerable time in hospital (up to 24 
months). These thin, slowly recovering infants were exposed to the danger 
of intercurrent infection. In fact, out of six cases treated medically in 1951 
one died of infection three weeks after admission (case 3, table I), and two 
others had intercurrent infection for which they were successfully treated. 
In the early period it was also considered necessary to build up the child’s 
strength before the operation by preliminary treatment with atropine 
methonitrate (‘eumydrin’) and ‘HCI milk’. We have found this unnecessary 
and now the child is operated on as soon as his hydration and acid-base 
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balance are corrected. In this way the average stay in hospital before opera- 
tion has been considerably shortened. Further, the period of hospitalization 
after the operation has been gradually shortened and most patients are now 
discharged the day after the stitches are removed (9g to 10 days) (fig. 3). 

The method of hydration has also been changed. It was found better and 
safer to bring the child to the theatre slightly underhydrated than over- 
hydrated. Hyperelectrolamia with too much sodium, in an attempt to correct 
chloride lost in the vomit, is a real danger leading to hyperpyrexia and 
respiratory failure after operation. Overloading of the circulation by intra- 
venous therapy is also a serious complication. Hence, we have become more 
and more conservative, and now find that rectal drips are usually sufficient 
for hydration and that ‘HCI milk’ will supply the necessary chloride. 

The number of patients to whom intravenous fluids are given has been 
gradually reduced and hydration by subcutaneous and rectal routes has now 
become the rule. It was observed during the last two years that babies 
receiving preoperative intravenous fluids remained in hospital for longer 
periods after the operation (average 19 days) than those hydrated by other 
routes (average 9.5 days). 

The rectal route of hydration was introduced in 1954 and was found easy 
and satisfactory. By the following method fluids are absorbed with relative 
ease and there is no danger of overloading the circulation. 

The baby must be well sedated: a bromide-chloral mixture is used for this 
purpose. The standard fluid given is 5 per cent. glucose with half-normal saline: 
2 ampoules of ‘hyalase’ are added to 1 pint (570 ml.) of fluid in the hope that it 
will promote absorption. Tap water is used in the preparation of this fluid. The 
equipment necessary is a saline bottle, saline intravenous giving set, and a no. 6 
rubber catheter. The free end of the tube of the giving set is attached by a glass 
connexion to the catheter. The catheter is lubricated with a little olive oil. The 
baby is turned on his right side and the catheter is inserted 2 inches (5 cm.) into 
the rectum. It is then firmly strapped to the buttocks with adhesive strapping. 
The drip is not turned on until the baby is used to the catheter in the rectum 
(usually about one hour). The rate of flow is 13 to 15 drops per minute. It is most 
important that fluids given rectally are not cold. This can be accomplished by wind- 
ing a fair length of tube under the bed clothes of the heated cot. The baby can be 
sat up in the cot to be fed without discontinuing the drip. 

Success or failure in the treatment of pyloric stenosis will finally depend 
upon the skill and conscientiousness of the nurse in charge. She should be 
fully trained. These infants should not be nursed by probationers. All care 
must be taken to prevent cross-infection. If possible, they should be nursed 
in separate isolation wards and never in general children’s wards, medical 
or surgical. We believe that our success is due as much to following these 
nursing rules as to the other general principles already described. 


DETAILS OF MANAGEMENT 
Most cases reaching the admission room are already diagnosed. These babies 
are sent for operation as soon as their hydration and acid-base balance are 
checked and, if necessary, corrected. This takes anything from twenty-four 
hours to ten days; the average time for the last two years has been 44 days. 
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The undiagnosed cases we put on sedation and ‘HCI milk’. 
For a diagnosed case the following routine is carried out :— 


ON ADMISSION 

(1) Gastric lavage is performed immediately, and later continued daily. Normal 
saline is used for the lavage and 2 to 3 ounces (57 to 85 ml.) of fluid are left in the 
stomach. 

(z) The child’s lungs, heart, abdomen and central nervous system are checked. 
The infant’s state of nutrition and, more important, hydration is noted. 

(3) At this stage blood is taken for estimation of serum sodium, potassium, 
chlorides, and for hemoglobin. In some cases serum calcium and proteins are also 
estimated. Blood is usually collected by cutting the infant’s heel but on some 
occasions it is obtained from the superior longitudinal sinus. 

(4) Urine is sent for routine examination and estimation of urinary chlorides. 

(5) Vitamin A (100,000 international units) and ascorbic acid (50 mg.) are given 
by injection. Recently we have started to give vitamin B complex (1 ml.) and 
vitamin D (150,000 international units) by injection. 


FOLLOW-UP 
Feeding.—If the child is to be operated on within thirty-six hours, 10 per cent. 
glucose in water only is given by mouth. If the child’s serum chlorides are low, 
alternate feeds of Ringer’s solution and 10 per cent. glucose are given. Three-hourly 
feeding is the rule. The amount given is half the child’s normal requirements. 

If operation is to be performed later, 10 per cent. glucose in water is given three- 
hourly for twenty-four hours. For the next two to three days, three-hourly feeds 
of ‘HCI milk’, diluted with equal amounts of water, with glucose in the proportion 
of one teaspoonful to 2 ounces (57 ml.), are given. The amount given is 2} ounces 
per lb. (150 ml. per kg.)/day. From then on ‘HCI milk’ with water in the proportion 
2:1 is given. The glucose content, amount and feeding time remain the same. 

All feeding is stopped twelve hours before operation. The usual daily supply of 
vitamins is given orally (10 drops of ‘protovite’ and 30 mg. of ascorbic acid). 

Hydration.—This is now mostly done by the rectal and subcutaneous routes. 
The intravenous route is used only for very badly dehydrated cases, and in cases 
in which there is a marked lowering of one of the blood electrolytes or blood proteins. 
Plasma diluted with an equal amount of 5 per cent. glucose, or a suitable electrolyte 
solution (e.g. Darrow’s solution in cases of very low serum potassium) is given. 
Intravenous therapy was considered necessary in four cases out of a total of 
eighteen treated in the 1955-56 period. If the intravenous route is used, it must be 
discontinued twelve hours before the operation. 

About 100 ml. of half-normal saline with one ampoule of ‘hyalase’ are usually 
given subcutaneously on admission, followed by the same amount in four hours if 
dehydration is still present. Subcutaneous fluids are given only in the axillz so as 
to keep the abdomen clean for the operation and so as to avoid the napkin area 
where possible infection by faecal contamination may occur. At the same time the 
rectal drip is started on admission and continued for twenty-four hours. If, after 
this time, the child is still dehydrated, the rectal drip is started again six hours 
later for another twenty-four hours and so on with additional subcutaneous salines 
if necessary until full hydration is obtained. In our cases two twenty-four-hour 
periods have always been sufficient. The average amount given in twenty-four hours 
was 250 to 300 ml. The fluid given rectally was usually glucose saline, only if 
necessary, but on rare occasions when blood potassium was slightly lowered Darrow’s 
solution was substituted. 


Sedation.—Sixty minims (4 ml.) of the following mixture are given twice daily :— 


Phenobarbitone............ 4 grain (8 mg.) 
CE ss S04 vk en eerie I », (6c mg.) 
Potassium bromide ........ 2 grains (120 mg.) 
ee Eee oe er 12 », (800 mg.) 


WOES si ocieceans dees to 60 minims (4 ml.) 
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OPERATION DAY 

(1) The baby’s stomach is washed out with normal saline four hours before the 
operation, and 60 minims (4 ml.) of the sedative mixture are left in the stomach. 

(z) The abdomen is prepared for operation. 

(3) In all cases antibiotic cover is given. 

(4) Atropine, 1/400 grain (0.15 mg.), is given one hour before the operation. 

(5) Immediately before the baby is taken to the operating theatre the stomach is 
drained of mucus. 

Anasthetic.—Just before the operation the stomach tube is passed; this remains 
in situ for the whole time of the operation. This lessens the risk of aspiration of any 
fluid that might be left in the stomach during the course of the operation. It is also 
used for blowing up the stomach with air if the surgeon finds it difficult to bring the 
pylorus down into the wound. A combination of local anzsthetic infiltration with 
light general anzsthesia with nitrous oxide is usually given. In children over eight 
weeks of age or in the case of a very restless child, ether is sometimes employed during 
induction. The baby is awake on leaving the theatre. 

Operation.—Ramstedt’s operation is performed. A high paramedian muscle- 
splitting incision is used. With a high incision the liver lies underneath the greater 
part of the wound and this protects the child against the occurrence of incisional 
hernia later in life. It also facilitates the sewing up of the wound. The pylorus 
is located and brought out through the wound. The pyloric tumour is divided down 
to the mucous membrane, taking care to avoid leaving any undivided muscle 
strands which might cause recurrence of the obstruction later. Great care is also 
taken at the gastro-duodenal junction. Here the mucosa covering the pyloric canal 
bulges suddenly to cover the much wider lumen of the first part of the duodenum. 
It is quite easy to cut through the mucosa at this point when dividing the muscular 
layers of the pylorus. The pyloric tumour is divided along its antero-superior 
border where there is a bloodless area. No control of bleeding was necessary in any 
of the cases in this series. The abdominal wound is closed in three layers. The 
whole operation lasts ten to fifteen minutes. 


AFTER OPERATION 

The heated oxygen tent awaits the baby in the anzsthetic room and baby is taken 
in it to the ward. Oxygen flowing at 1 litre per minute is given for an average period 
of two hours. The temperature of the tent is kept at 80° F. (26.7° C.). No bedclothes 
are allowed in the tent. A rolled blanket is placed behind the baby’s back to keep 
him on his side. The baby is left in the oxygen tent for twelve hours after oxygen is 
discontinued. For this purpose we use the Armstrong oxygen incubator. This 
method enables the nursing staff to observe the baby’s condition, and the state of 
the wound dressings, without disturbing the child. The child is removed from the 
tent and placed in a heated cot after he has had his first feed. 

Feeding.—1st 24 hours: Nothing for twelve hours. Ten per cent. glucose, 4 ounce 
(15 ml.) two-hourly for twelve hours. 

2nd 24 hours: Ten per cent. glucose, 1 ounce (28 ml.) for two feeds. Dilute breast 
milk with 10 per cent. glucose, 1 to 2 ounces (28 to 56 ml.), increased gradually. 
Feeds should be given two-hourly by day and four-hourly by night. 

3rd 24 hours: Breast milk, or dilute ‘HCl milk’ with 1o per cent. glucose (equal 
parts) in three-hourly feeds (seven in twenty-four hours). The amount given is 
24 ounces per Ib. (155 ml. per kg.) per day. 

If no vomiting occurs the strength of the milk is increased to normal for the child’s 
age. This is usually reached by the fifth day. Then the hydrochloric acid is gradually 
discontinued. The baby is fed from a bottle. For the first three days he is left in the 
cot, though he is sat up gently to break the wind after feeding. After three days he is 
taken out of the cot at feeding time. 

Hydration.—lIf the child is still inclined to vomit and his fluid intake by mouth 
is insufficient, a subcutaneous saline (half-normal) is given daily. This, however, is 
seldom necessary. Only one case was so treated in the 1955-56 period. 

The wound.—The dressings are kept intact for eight days unless there is any 
bleeding. Sutures are usually removed on the eighth day. 

If at any stage after the operation the child vomits after more than one feed or 








174 THE PRACTITIONER 


is reluctant to take feeds, the stomach is drained. On such occasions mucus is usually 
found in the stomach. As a rule the child is discharged twenty-four hours after the 
removal of the stitches. 

COMPLICATIONS 
The following complications occurred in the postoperative period :— 

(1) Blood was found in the stomach tube after its removal following operation 
(2 cases). Bleeding never occurred subsequently. 

(2) General collapse (1 case). This occurred twenty-four hours after operation 
and proved fatal (case 1, table I). 

(3) Cardiac failure (1 case). (Fatal—case 4, table I.) 

(4) Delayed healing of the wound (2 cases), 

(5) Severe anemia (1 case). 

(6) Lipoid pneumonia (1 case). (Fatal—case 5, table I.) 

(7) Respiratory infection (2 cases). 

(8) Vomiting.—This is the commonest complication. In most of our cases the 
vomiting was slight and was considered to be due to residual gastritis which is 
present to some degree in all cases of pyloric stenosis. This complication responded 
well to draining of the stomach of mucus and, if late in the postoperative period, 
to gentle gastric lavige. In two cases vomiting was severe after the operation. One 
case responded well to sedation and hydration by intravenous and rectal routes. 
The other had a prolonged course of atropine methonitrate after the operation. 
Both cases recovered eventually. In the latter case the muscle was probably not 
completely divided at operation. 


DISCUSSION 

This report on the treatment of pyloric stenosis is, so far as we know, the 
first of its kind to come from a pediatric department attached to a maternity 
hospital. ‘The Rotunda Hospital pediatric department consists of some 50 
cots for neonatal conditions. The infants are drawn chiefly from the 
hospital’s own service of some 6000 births a year. Recently, however, we 
have been admitting cases from outside our own service as well. In the 
present series 49 were from our service, seven from outside. 

The results which we have obtained during the last three years would seem 
to justify the policy. There is considerable danger in admitting cases of 
pyloric stenosis to children’s hospitals, particularly if the surgical wards are 
not looked after by a physician as well as by the operating surgeon. But if 
the infant is carefully supervised by a medical team, protected from inter- 
current infection, and operated upon by a surgeon used to the necessary 
procedure, in association with an experienced anesthetist, the condition 
should hold no mortality. 

The study of our cases of pyloric stenosis has taught us a number of 
important points in the management of weakly, malnourished and dehydrated 
infants. First it is much more dangerous to overhydrate a baby before 
operation than to have him somewhat underhydrated. Secondly, too much 
salt is a greater danger than too little chloride; thirdly, overloading the circu- 
lation by intravenous therapy is a very real danger. Now we find that the 
majority of infants with high vomiting such as occurs in pyloric stenosis 
can be hydrated successfully by the rectal route alone, or at least with the 
aid of the subcutaneous route as well if hyaluronidase is used in both. 
Whether hyaluronidase really promoted absorption from the large intestine 
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we cannot say dogmatically but it is certainly our impression that its use in 
our rectal drips has definitely aided hydration. 

Low chloride is often found in pyloric stenosis and to remedy this in the 
early days we were inclined to give too much sodium chloride by one route or 
another. Since the introduction of ‘hydrochloric acid milk’ in all cases with- 
out complete obstruction, this has no longer been necessary, and we recom- 
mend ‘HCI milk’ as a useful adjunct in the treatment of the condition. 

Craig (1955) has drawn attention to the fact that a pyloric tumour can be 
felt in quite a number of ‘normal’ infants and that many of these can be 
prevented from going on to obstruction. We have also noted this 
phenomenon. Most pyloric tumours appear to develop gradually after birth. 
At first the pylorus may be almost of normal thickness but gradually it 
thickens until it finally presents as a hard nut-like object under the finger. 
If palpated early the pylorus can be felt to harden under the finger as a 
tough cord-like structure. As Craig points out, some of these early cases can 
be treated medically and the condition appears to pass off. If, however, 
vomiting becomes pronounced and, of course, if the vomitus contains blood, 
operative interference seems to us the best course. If carried out by the 
procedure advocated here it is practically without risk, whereas with medical 
treatment the prolonged stay in hospital and the possibility of relapse after 
going home, seem to present a greater risk and to require considerably 
greater effort on the part of the medical team. 

Finally, like all other workers on this subject, we have had it borne in 
on us that the ultimate success of any method of treating pyloric stenosis 
depends upon the degree of skilled paediatric nursing available. If the con- 
dition is treated in general surgical departments or in units where the 
condition is a rarity there will always be deaths. Hence we make a plea for 
the treatment of these children in special units where the condition will 
be common, can be diagnosed early, and where a medical and surgical team 
can be developed. 

SUMMARY 

(1) A series of 56 cases of hypertrophic pyloric stenosis treated in the 
Rotunda Hospital pediatric unit since 1951 is described. 

(2) The method of diagnosis of these cases is given. 

(3) The changes in treatment since 1951 are discussed. 

(4) A detailed account of the management of a typical case is given. 

(5) The importance of treatment of pyloric stenosis in special centres is 
discussed. 


I wish to thank Dr. W. R. F. Collis and Mr. F. Gill for allowing me to use the 
case material described here. My thanks are due to Sister M. Moran for her help 
and cooperation in the preparation of this article. 
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THE USE OF CORTICOSTEROIDS 
IN THE MANAGEMENT OF 
INFECTIONS 


By D. GERAINT JAMES, M.D., M.R.C.P. 
Clinical Assistant, Middlesex Hospital 


CONSIDERABLE controversy surrounds the use of the cortisone group of 
drugs in the presence of infections. It is well recognized that they may exert 
profound and harmful effects. With their widespread use and an increasing 
number of routes of administration available, there can be but few prac- 
titioners who have not observed exacerbations or spread of infection as a 
complication of cortisone therapy. The mechanism of the adverse effects 
remains conjectural. 


RATIONALE 
A simple stimulant effect on the growth of the infective agent would be a 
surprising explanation, for it would imply a similar metabolic response by 
such diverse micro-organisms as fungi, protozoa, bacteria, rickettsiae and 
viruses, all of which have been shown to be affected by corticosteroids. 

A suppressive effect on defence mechanisms might involve inhibition of 
antibodies or phagocytes, either directly or through an intermediate effect 
on the reticulo-endothelial system. Cortisone has been shown to interfere 
with a rapid rise in circulating antibody titre although it does not alter the 
rate of disappearance of passively administered antibody. (Fischel, Stoerk 
and Bjorneboe, 1951). This suggests that the hormone interferes with anti- 
body synthesis. This sequence of events, however, could hardly account for 
clinical changes which may take place as soon as a day after starting steroid 
therapy. Neither would it account for increased virus multiplication in 
cortisone-treated chick embryos devoid of antibody. The effect of adreno- 
cortical hormones on phagocytic cells has been the subject of investigation 
and, because of conflicting results, also a subject for speculation. 

This lack of knowledge is enhanced by our ignorance of the role of the 
various cells concerned with inflammation. There is little doubt but that 
cortisone fundamentally alters the vascular and cellular response. Ebert and 
Wissler (1951) have demonstrated by the rabbit-ear chamber technique 
that capillary and arteriolar tone is increased, endothelial swelling reduced, 
permeability to plasma proteins diminished and the cellular components of 
the inflammatory exudate changed. Whereas these modifications may prove 
favourable in collagen diseases or hypersensitivity reactions, they may 
contribute adversely to inflammation due to infection, by preventing 
adequate phagocytosis, causing further necrosis or caseation, and by 
August 1957. Vol. 179 (176) 
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preventing the normal development of granulation tissue and of healing. 

These dangers should be sufficient to veto the use of cortisone in all 
infections. Nevertheless, paradoxical though it may seem, the Addisonian 
patient who used to be highly susceptible to infection is now well controlled 
and free from infection despite continuous treatment with these same drugs. 
Furthermore, favourable reports have followed the deliberate use of corti- 
costeroid therapy in overwhelming infections which would otherwise have 
proved fatal. It is now clear that these potentially dangerous drugs may 
prove beneficial in a few infections, so long as they are used in conjunction 
with specific chemotherapy. 


INDICATIONS 
The indications for the use of hormone therapy are at present in an ill- 
defined exploratory stage. They may be classified according to the probable 
mechanisms by which a favourable response is obtained: antitoxic, anti- 
inflammatory and anti-allergic. It must be realized, however, that this 
classification remains arbitrary until the precise influence of the steroids on 
infectious processes is better understood. It is probable that more than one 
factor is operative in each instance. 


ANTITOXIC 

A dramatic suppression of symptoms and lessening of toxemia, within 
twenty-four hours of starting steroid therapy, may halt deterioration in an 
overwhelming infection sufficiently to allow antibiotics to take effect. 
Jahn and his colleagues (1954) have described the indication for corticosteroid 
therapy in these circumstances as a principle of ‘buying time’; it appears 
justifiable when the alternative is almost certainly death. The response seems 
to be more dramatic in the profoundly toxemic patient, especially when 
the infection is accompanied by the release of endotoxins. The following 
infections have been influenced dramatically by corticosteroid therapy. 

Meningococcal infections.—Fulminant meningococcal infections causing 
acute adrenal failure were invariably fatal before substitution therapy with 
adrenal cortical hormones became available. The early use of intravenous 
hydrocortisone, in addition to sulphonamides, is now essential in the 
successful management of the adrenal crisis. The classical Waterhouse- 
Friderichsen syndrome is infrequent, and the problem which arises more 
commonly is to decide when the cortisone drugs should be combined with 
sulphonamide therapy in less malignant meningococcal infections. Kinsell 
and Jahn (1955) recommend the routine use of combined therapy for all 
patients with meningococcal septicemia, but Lepper and Spies (1957) were 
unable to confirm any clear-cut superiority for such a regime in septicemic 
patients with or without meningococcal meningitis. The sulphonamides 
are effective and sufficient for the majority of meningococcal infections, 
when given intravenously as well as by mouth. The additional use of 
intravenous hydrocortisone should be considered if the patient does not 
maintain a satisfactory response to sulphonamides, or if cutaneous petechiz 
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or circulatory collapse portend incipient adrenal failure. 

Brucellosis. —The standard therapy of brucellosis is tetracycline, alone or 
in combination with streptomycin. Repeated courses may be necessary 
because there is a significant relapse rate following single courses. A contri- 
butory factor to the chronicity of the disease and to the relapses following 
treatment is the intracellular parasitism of the organism. In this sheltered 
position, it finds a suitable medium for multiplication together with pro- 
tection against lethal phagocytosis. This led Spink and Hall (1952) to 
investigate the influence of corticosteroids in experimentally infected 
animals and in acute and chronic human brucellosis. Cortisone failed to 
influence chronic brucellosis, and they concluded that its use should be 
reserved for the critically ill, toxic patient. Magill, Killough and Said (1954) 
observed that cortisone used in addition to antibiotics resulted in a rapid, 
and sometimes dramatic, clinical response in acute brucellosis. Fever 
subsided within two days compared with 4.6 days in their control group, 
and Herxheimer-like exacerbations of fever were fewer. Alleviation of 
severe arthralgia, myalgia, headache and malaise was more rapid with 
cortisone. Cortisone, however, did not lower the relapse rate and, in view 
of its known toxicity, these authors concluded that it should be reserved 
for the acutely ill toxemic patient during the first four or five days of 
specific antibiotic therapy. 

Salmonella and rickettsial infections.—The beneficial effect of cortisone 
alone (Woodward et al., 1951), and in combination with chloramphenicol 
(Smadel and Ley, 1951), has been observed in typhoid fever. Chloram- 
phenicol remains without dispute the drug of choice for this condition, but 
a more prompt relief of toxemia and subsidence of fever follows its com- 
bined use with cortisone. Chloramphenicol, however, has not appreciably 
reduced the incidence of hemorrhage or perforation of the typhoidal ulcer, 
and cortisone might reasonably be expected to increase this incidence. 
Corticosteroid, in addition to antibiotic, therapy should therefore be re- 
stricted to the gravely sick patient, in whom early relief of toxzemia is vitally 
important. Moreover, it only seems necessary to administer cortisone 
during the first four or five days to tide the patient over the acute illness. 

The indications for the anti-toxzmic use of the cortisone group of drugs 
in rickettsial infections are similar to those in salmonella infections. 

Infective hepatitis.—Patients with virus hepatitis, who are given cortisone, 
show a rapid fall in serum bilirubin and globulin levels (Evans, Sprinz and 
Nelson, 1953). The underlying disease process remains unaffected and 
there is a tendency to relapse when the drug is withdrawn. Hormone 
therapy appears to behave literally as a ‘whitewash’. It should not be used 
for the ordinary attack of virus hepatitis, but large doses of prednisolone 
should be given with oral neomycin in the fulminant condition bordering 
on hepatic coma (Ducci and Katz, 1952). Oral prednisolone may also be 
helpful when infective hepatitis is complicated by prolonged jaundice of the 
obstructive type. 
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Infectious mononucleosis.—The ultimate course of glandular fever is 
almost always benign and, for this reason alone, there can be no strong 
indication for the use of a potentially harmful drug like cortisone. In the 
severely toxemic patient, however, especially if infection is complicated by 
hepatic involvement or encephalomyelitis, judicious use of these drugs for 
a few days may provide marked relief of symptoms and return of 
well-being. 

ANTI-INFLAMMATORY 
When inflammatory exudate causes congestion in an unyielding space, 
pain and tenderness may cause marked distress. By reducing inflammation, 
the cortisone drugs provide marked relief of symptoms. Within twenty-four 
hours of starting treatment there is dramatic relief of pain, tenderness and 
swelling of mumps orchitis with corresponding subsidence of pyrexia. In 
reporting a series of 23 patients, Petersdorf and Bennett (1957) observed 
no untoward sequelz of the cortisone drugs upon the course of the infection. 

Similar relief of congestion with lessening of pain occurs in otitis externa, 
and local hydrocortisone ointment may be chosen for this purpose. When 
there is an infective cause for this condition, the appropriate antibiotic 
should always be combined with hydrocortisone. Neomycin and hydro- 
cortisone have been combined in ointment form for this. 

The beneficial anti-inflammatory effect of hydrocortisone is also seen in 
leprosy. Edema of the inflamed nerve within its unyielding sheath causes 
pain, which can be relieved by intraneural injections of 1 to 2 ml. of equal 
parts of 2 per cent. procaine and 2.5 per cent. hydrocortisone (Jopling and 
Cochrane, 1957). It is possible that the later complications of dropped-foot 
and claw-hand due to ischemia and pressure effects may be prevented. 

Cortisone therapy may have a place in reducing the laryngeal edema 
which may accompany acute laryngo-tracheobronchitis in children. It should 
certainly be considered as a possible alternative to tracheotomy. 

In addition to the early reduction of acute inflammatory edema, the 
hormones may influence the later stages of inflammation by preventing the 
development of granulation tissue and subsequent fibrosis. This is the 
rationale for the use of local hydrocortisone to prevent scarring as a com- 
plication of syphilitic interstitial keratitis or various types of uveitis. 

Encouraging results are being observed by the combined use of cortisone 
and anti-tuberculous chemotherapy in pulmonary and meningeal tuber- 
culosis, particularly when active disease fails to respond to adequate chemo- 
therapy. The value of steroid therapy in tuberculosis is currently being 
investigated in several therapeutic trials, but much more information must 
accrue before the value of the corticosteroids in tuberculosis can be said to 
outweigh their disadvantages. 

ANTI-ALLERGIC 
Cortisone therapy may be valuable in averting alarming allergic reactions 
associated with certain infections or with the vaccines or antibiotics used in 
their treatment. The cortisone drugs may be indicated in trichiniasis, 
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ruptured hydatid cyst, or to control asthma due to pulmonary migration of 
certain helminths. 

Acute disseminated encephalomyelitis following certain virus infections, 
such as measles, chickenpox and rubella, or following vaccination against 
smallpox or rabies, may be favourably influenced by steroid therapy. The 
initial mesodermal inflammatory reaction is diminished, although there is, 
of course, no effect on symptoms due to established axonal damage. ‘These 
acute neurological illnesses of diverse etiology are probably due to 
anaphylactic sensitization; the results of cortisone therapy are in keeping 
with this hypothesis (Selling and Meilman, 1955; Miller et al., 1957). 

Sensitization to antibiotics, particularly penicillin and streptomycin, may 
provoke troublesome complications in the course of an infection. If the 
gravity of the infection demands continued antibiotic therapy, an alternative 
chemotherapeutic agent may be chosen. Tetracycline may be substituted 
for penicillin. This, however, is not always feasible and continued strepto- 
mycin therapy may be considered desirable in some instances of tuberculosis. 
In these rare circumstances, corticosteroid therapy may provide a valuable 
cover. In leprosy, the cortisone drugs have radically improved the prognosis 
in the hitherto dangerous or even fatal sulphone sensitization (Jopling and 
Cochrane, 1957). 

SUMMARY 

In summary, it should be stressed that there are relatively few indications 
for the use of steroid therapy in the management of infections. When 
indicated, they should, whenever possible, be given together with specific 
chemotherapy. Since their influence is usually early and dramatic, it is not 
often necessary to prescribe them for longer than a few days and, to avoid 
relapses, withdrawal should be gradual. The most effective and least toxic 
oral preparations in current use are prednisone and prednisolone, and 
either is indicated for systemic use. Whenever possible, topical use of hydro- 
cortisone should be given instead of, or in addition to, oral therapy for a 
maximal effect in the shortest time. 
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VERTIGO 


By H. J. M. STRATTON, F.R.C.S.Ep., D.L.O. 


Ear, Nose and Throat Surgeon, Ashford Hospital, Middlesex; and Bethnal Green 
Hospital 


VERTIGO may be defined as a sensation of turning, either of objects around 
the patient (objective vertigo), or of the patient himself (subjective vertigo), 
due to disorder or stimulation of the labyrinths or their central connexions, 
resulting in conflicting sensations of position reaching consciousness. In 
the milder phases of an attack the turning sensations are reduced to a mere 
feeling of unsteadiness or dizziness which must be differentiated from 
cerebro-vascular, migrainous and psychogenic symptoms of a similar 
nature. Only rarely is there a momentary loss of consciousness. 


PHYSIOLOGY 
The correct position of the body appropriate to its surroundings is main- 
tained by the balance reflexes, which have their centres in the midbrain; 
the afferent end-organs are the labyrinths, eyes, muscles, joints and skin. 
These reflexes are postural and righting; and are coordinated in the 
flocculo-nodular lobe (palzocerebellum), which lies against the posterior 
surface of the petrous bones. The end-organs in the membranous labyrinth 
consist of a static one—the utricle—and a kinetic one—the semicircular 
canals—both of which are supplied by the vestibular nerve. The utricle is 
probably the chief source of tonic labyrinthine impulses to the vestibular 
nuclei giving head position, whilst displacement of the endolymph in any 
of the semicircular canals, due to head movement or to convection currents 
set up by heating or cooling the bone around the canals, stimulates their 
vestibular nerve fibres. 

Ocular posture is influenced by reflexes from the retina, the labyrinth 
and the cervical spine, so that abnormal impulses from any of these areas 
may cause disharmony of this posture manifested as nystagmus; the observa- 
tion and measurement of this nystagmus are used to study abnormal reactions 
in the labyrinth and VIII nerve. If a person feels that objects around him 
are turning (say) to his right, his eyes will follow them round to the right; 
this is the slow and labyrinthine component of nystagmus, which is cor- 
rected by the quick component of cerebral origin. In a similar way he will 
attempt to compensate for apparent movement of an object by past pointing 
at it, if his eyes are shut; and he will also show Rombergism. The quick 
component of nystagmus is always used to indicate its direction. 

Nystagmus is in the same plane as that of the canal stimulated, is maximal 
when endolymph flows towards the crista of the lateral canal and away from 
the cristz of the vertical canals, and is towards the stimulated side. Stimula- 
tion of two of these canals in one ear gives rotatory nystagmus to the same 
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side. Obliteration or depression of function of the labyrinth on one side 
will cause nystagmus to the opposite side, as the vestibular nuclei on each 
side of the brain-stem are in a state of balance in their influence on posture; 
if one labyrinth is destroyed there is a temporary vertigo due to unbalanced 
tonic impulses from the contralateral vestibular nucleus; this lasts until 
the ipsilateral nucleus has adjusted its function and behaves as if it were 
still receiving impulses from its own labyrinth; this effect is seen after 
destructive operations for Méniére’s disease. 


EXAMINATION OF A CASE OF VERTIGO 
Patients are often seen when an acute attack is passing off, so that the signs 
of vertigo may not be present. To compensate for this, however, a full 
description of the attack is usually obtainable. Inquiry should be made as 
to the nature of the giddiness, nausea or vomiting, loss of consciousness, 
alteration in hearing or tinnitus, earache, otorrheea in the past, and the like. 

The examination begins with an inspection of the pinna, external auditory 
meatus and drum, any wax being hooked out. Hearing is then tested in 
each ear and, if deafness is found, the Rinne test should be performed with 
a tuning fork, as with most labyrinthine vertigos air conduction will be 
better heard than bone conduction (nerve deafness). If there is much 
difference in level between the hearing of each ear, a piece of paper should 
be rustled in the good ear when testing the bad ear for conversation voice 
acuity and for the Rinne test: this is to mask sounds reaching the better 
ear. 

Nystagmus.—To look for nystagmus, the patient is asked to fix his gaze 
straight ahead and then at a moderate angle to his left and his right. Look- 
ing at objects in the extreme periphery of the visual fields will often produce 
ocular nystagmus, which is of no clinical importance; a careful watch of 
the patient’s eyes will show if there is nystagmus in one or more of these 
positions, and its type and direction should be noted. Small degrees of 
nystagmus are best found by watching a blood vessel in the sclera with the 
aid of a torch. This examination may need to be repeated in various head 
positions. It is most important to look for nystagmus and its direction as, 
if the patient is later referred to hospital, the nystagmus will in many cases 
have disappeared by then. Past pointing and Rombergism should also be 
looked for. Nystagmus of labyrinthine or vestibular nerve origin is always 
rhythmic, horizontal or rotatory, more marked on looking in the direction 
of the quick component, most marked at the start of a vertigo attack, and not 
present without vertigo. Cerebellar nystagmus is usually of wider amplitude ; 
it is occasionally of pendulum type, is more marked on looking towards 
the side of the lesion in a horizontal plane, but may be marked in other 
planes, and it can be present without vertigo. It occurs in conjunction with 
other cerebellar signs. 

Special tests—These consist of applying stimuli to the labyrinths in 
order to induce vertigo; the resultant nystagmus is then noted. 











VERTIGO 183 


The caloric test, as modified by Cawthorne, Fitzgerald and Hallpike 
(1942), is the most commonly used quantitative test. By douching water at 
30° and 44° C. into each ear in turn for 40 seconds, the duration of any 
nystagmus produced can be recorded. Three maif results are obtained: 
similar times for all four irrigations (normal); diminished responses in one 
ear due to lessened sensitivity of the semicircular canals of that side (canal 
paresis); directional preponderance of duration of nystagmus to one side 
over the duration to the opposite side, due to diminished function of the 
utricle of the opposite side to the direction of the nystagmus. Pairs of canals 
can be tested by rotating the patient in a special chair, and measuring the 
duration of nystagmus following cessation of rotation; this test has not the 
practical value of the caloric test. The integrity of the vestibular nerve is 
tested by stimulation by a galvanic current, one pole being placed in the 
external auditory meatus. 

Watch must be kept for other neurological signs, particularly cerebellar. 


CONDITIONS CAUSING VERTIGO 
About go per cent. of cases of vertigo have their origin in disease of the 
labyrinth or vestibular nerve, and about 10 per cent. are due to lesions of 
the cerebellum or pathways in the brain. Sixty per cent. of all vertigo cases 
are due to Méniére’s disease. It must never be forgotten that wax pressing 
on the drum, and Eustachian tube obstruction can cause a mild vertigo. 

Labyrinthitis is usually a circumscribed infection around a fistula through 
the bone separating the middle from the internal ears, due to cholesteato- 
matous erosion; this infection irritates the affected labyrinth giving attacks 
of vertigo with nystagmus to the ipsilateral side. The cochlea is unaffected. 
Sudden occlusion by pressure, on the external auditory meatus, may cause 
vertigo (positive fistula test); this phenomenon can also be seen following 
a fenestration operation. Examination of the ear reveals a conduction deaf- 
ness and chronic otitis media with cholesteatoma. Sometimes there is a 
diffuse labyrinthitis, by spread of an acute or chronic suppurative otitis 
media throughout the internal ear, or rarely by spread of a meningitis into 
the internal ear via the perilymph. Examination reveals depression or 
absence of function of the cochlea. It is unsafe to perform caloric tests 
in the presence of labyrinthitis. 

Both these types of labyrinthitis require admission to hospital and usually 
operation to drain the mastoid and sometimes the labyrinth. 

Positional vertigo (Dix and Hallpike, 1952).—A dysfunction of the utricle 
of one side causes the patient to complain that on suddenly lying down and 
turning his head to one side, he will get a transient giddiness. On asking 
him to demonstrate this, nystagmus to the under side will be found lasting 
a few seconds; the condition is easily fatiguable; the patient should be 
reassured that it will pass off spontaneously. Tumours of the fourth ventricle 
which press on the vestibular nucleus, and certain cerebellar tumours, are 
other and rare causes of positional vertigo. 
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MENIERE’S DISEASE 
Depression of function of the internal ear end-organs by the presence of 
excess endolymph causes this condition. The internal ear changes are partly 
reversible, which explains the waxing and waning which occur in this 
disease over a period of years. This fact and the many theories of the 
causation of the high endolymph pressure account for the multiplicity of 
remedial measures that have been advocated. 

The disease starts usually in middle age, with no particular sex incidence. 
The attacks may be severe and even throw the sufferer down. They last a 
few minutes to hours, and are accompanied, and sometimes preceded and 
followed, by tinnitus. After one or more attacks there is a slowly increasing 
nerve deafness. The condition starts in one ear, but may involve the other 
later, hence the hearing and labyrinthine tests will be abnormal in either 
one or both ears. Occasionally, increasing deafness and tinnitus precede a 
vertigo attack, the vertigo relieving the deafness (Lermoyez syndrome). On 
examination during an attack nystagmus will be found, but often the 
patient is seen after the acute phase has passed off, and the diagnosis must 
be made on a careful history, supported by finding nerve deafness and canal 
paresis or directional preponderance, and normal corneal reflexes. 

If the patient feels an attack coming on, he should take a tablet of 
‘avomine’, 25 mg.; or ‘dramamine’, 50 mg.; or hyoscine hydrobromide, 
1/200 to 1/100 grain (0.3 to 0.6 mg.), which may curtail the vertigo. The 
injection of sodium phenobarbitone, 3 grains (0.2 g.) intramuscularly, or a 
stellate ganglion block with procaine may also help. 

The conservative treatment of Méniére’s disease is based on the various 
theories of causation. To prevent excess endolymph formation, fluid intake 
is restricted and a low-sodium (and therefore salt) diet is given to lessen 
fluid retention in the body. This is achieved by avoiding salt on the plate 
and in cooking, bully beef, veal, ham, sausages, bacon, cereals, tinned soups 
and fish, baked beans, and drinking less than 2} pints (1.5 litres) in the 
twenty-four hours. To influence the blood vessels of the stria vascularis in 
the cochlea (where endolymph is considered to be formed), antihistamines 
are given; e.g. ‘avomine’, 25 mg. once to thrice daily. The antihistamines, 
however, may only act by virtue of their hypnotic properties. Treatment 
in which the sensitivity of the patient to histamine is found, followed by 
desensitization or nicotinic acid, does not seem to give better results than 
the simpler medical treatments. At present, cervical sympathectomy is 
being given a trial, but is not yet a proven treatment for general use. 

If the disease is bilateral and not responsive to less drastic measures, 
steps may be taken to destroy the labyrinth: e.g. streptomycin, 3 g. a day, 
may be given for several weeks until the caloric responses are feeble or 
absent. This form of treatment is not suitable for the elderly, because of 
their inability to balance themselves satisfactorily if their labyrinths are not 
functioning. For unilateral cases, an alcohol injection into the lateral semi- 
circular canal will give relief from vertigo attacks at the expense of total 
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loss of whatever hearing is still present in the affected ear. Dandy’s opera- 
tion of division of the vestibular nerve is not popular because of its technical 
difficulties. 
OTHER CONDITIONS CAUSING VERTIGO 

Motion sickness is probably due to excessive stimulaticn of the labyrinths 
abetted by the visual impressions of the ship or plane constantly changing 
its position relative to the sea, land and clouds; there is also a strong psycho- 
genic factor in many people. The vomiting is probably due to stimulation 
of the vagus nerves by the vestibular nuclei. Hyoscine and other hypnotics 
are the best preventatives. 

Vestibular neuronitis.—This condition, of obscure etiology, affects persons 
of 30 to 50 years, of either sex, giving labyrinthine vertigo attacks with no 
cochlear involvement. It is probably the same condition described as epi- 
demic vertigo (Leishman, 1955). Caloric tests reveal uni- or bi-lateral canal 
paresis, and the galvanic responses of the vestibular nerve are poor; there 
may be diplopia from ocular muscle palsy. Recovery occurs spontaneously 
in one to three months. 

Trauma.—Violent movement of the endolymph damaging the end- 
organs is the probable cause of concussional vertigo; caloric tests show 
abnormal reactions. Fractures of the petrous bone produce severe or total 
deafness, a dead labyrinth and usually facial paralysis. 

Herpes zoster oticus (Ramsay Hunt syndrome).—This uncommon condi- 
tion is essentially a geniculate ganglionitis (VII) but, as it commonly affects 
the spiral ganglion of the cochlea and the vestibular ganglion, it is included 
here (Harrison, 1954; Spillane, 1954). It is due to an acute hemorrhagic 
inflammation of the sensory ganglia of the affected cranial nerves, and also 
probably a neuritis of motor nerves, by a virus which enters the nerves 
from the meninges. The syndrome starts with fever and pre-herpetic pain 
around one ear, followed in a few days by a herpetic rash on the external 
auditory meatus, concha, and sometimes tongue and palate (greater super- 
ficial petrosal nerve). The paralytic stage then follows, with VII, very often 
VIII, and sometimes other, cranial nerves involved. Investigation of the 
vertigo shows, as one would expect, nystagmus to the sound side and 
diminished caloric response in the affected ear. Treatment is for the pain 
and facial paralysis; there are no specific curative drugs. The facial paralysis 
and nerve deafness often recover to a greater or lesser extent. 

Acoustic neuroma.—This tumour is rare but is one of the commoner 
intracranial tumours of adults. It grows slowly, arising from the neurilemma 
of the VIII nerve in the internal auditory meatus, and is occasionally asso- 
ciated with Von Recklinghausen’s disease. The insidious onset of a uni- 
lateral nerve deafness and tinnitus, with mild vertigo or ‘dizzy attacks’, 
should cause one to bear it in mind, as late diagnosis renders complete 
surgical excision hazardous or impossible (Elliott and McKissock, 1954). 
Nystagmus of labyrinthine or cerebellar type may be present, caloric testing 
shows diminished function on the affected side, and the corneal reflex is 
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absent (this simple test should always be performed in patients with recur- 
rent vertigo). Recruitment of loudness (i.e. if the intensity of a sound 
presented to a nerve-deaf ear is increased, the loudness perceived by the 
ear increases to a greater extent), which is present in all cochlear disease, 
is absent. Later symptoms and signs are headaches, trigeminal neuralgia, 
VI nerve palsy, raised protein in the cerebrospinal fluid, and radiological 
enlargement of the internal auditory meatus. The facial nerve usually 
escapes paralytic involvement, although a unilateral facial twitching may 
be an early symptom. The tumour is removed by craniotomy. 

Lesions affecting the vestibular nuclei and their central connecting tracts.- 
(a) Disseminated sclerosis may cause vertigo. (b) Posterior inferior cere- 
bellar artery thrombosis gives ipsilateral motor and sensory losses from 
involvement of the nuclei of the V to X cranial nerves, Horner’s syndrome 
and cerebellar ataxia, contralateral sensory loss of pain and temperature 
(spino-thalamic tract) (Walshe, 1954). 

Certain cerebellar tumours, e.g. medulloblastoma, a rapidly growing 
malignant tumour of childhood which especially involves the palzocere- 
bellum, may cause vertigo but the symptoms and signs of raised intracranial 
pressure are more marked than the giddiness and ataxia. 

Epilepsy may be accompanied by vertigo, either as part of the aura of 
an attack, or during petit mal. 

Cervical vertigo has recently been described. The patients are found to 
have spondylitis or tender areas in the occipital muscles, presumably of a 
rheumatic origin, accompanied by a postural labyrinthine vertigo, with 
normal caloric tests. It may be due to a hyperexcitability of the postural 
neck reflexes. The injection of procaine into any tender spots in the muscles 
usually gives relief (Gray, 1956). 

Toxic vertigo.—(a) Certain drugs, especially streptomycin, can cause per- 
manent loss of labyrinthine function. A fine nystagmus usually precedes 
the vertigo which is chiefly complained of on turning the head; the site of 
action is not decided. A dose of 1 g. daily for six weeks will cause diminution 
or loss of vestibular nerve function; unnecessarily large doses of strepto- 
mycin and also even small doses of dihydrostreptomycin will cause tinnitus 
and deafness. (b) Influenza is sometimes accompanied by vertigo lasting 
one to three days. (c) Neurolabyrinthitis from mumps affects either or both 
parts of the VIII nerve on one or both sides; the effect is permanent. 


References 
Cawthorne, ‘I’. E., Fitzgerald, G., and Hallpike, C. S. (1942): Brain, 65, 138, 161. 
Dix, M. R., and Hallpike, C. S. (1952): Proc. Roy. Soc. Med., 45, 341. 
Elliot, F. A., and McKissock, W. (1954): Lancet, ii, 1189. 
Gray, L. P. (1956): ¥. Laryng., 70, 352. 
Harrison, K. S. (1954): Proc. Roy. Soc. Med., 47, 371. 
Leishman, A. W. D. (1955): Lancet, i, 228. 
Spillane, J. D. (1954): Proc. Roy. Soc. Med., 47, 376. 
Walshe, F. M. R. (1954): ‘Diseases of the Nervous System’, 8th ed., Edinburgh, 
p. 108. 














FIFTY YEARS OF 
MEDICAL PUBLISHING 


By J. RIVERS 
Managing Director, 7. & A. Churchill Limited 


[Mr: }. Rivers has just celebrated his jubilee as a member of the world-famous firm of 
medical publishers, of which he is now the managing director. In this short article he 
recalls some memories of his fifty years’ association with some of the great names in 
British medicine during those eventful years.| 


‘Look backward with gratitude, look forward with hope’. 
Ir is difficult today to recall the atmosphere of fifty years ago. Those were 
the days of the horse and carriage, when Harley Street and its neighbourhood 
had quite a different appearance from that of today. Life was much more 
tranquil, without radio, television or aeroplanes. Letter writing was an art 
still practised and the telephone, just coming into use, was like a new toy. 


HENRY MORRIS AND JOHN MACALISTER 

One of my earliest recollections is of Sir Henry Morris coming to the office 
at 7 Great Marlborough Street, which was at that period a quiet street with 
no opening into Regent Street. ‘Those who remember him will recall that he 
was of substantial stature: so much so that when he placed his weight on the 
step of his carriage, either to get in or out, it tilted in an alarming manner, 
to the evident amusement of all who saw it. The formation of the Royal 
Society of Medicine in 1907 was one sign of the beginning of the many 
changes in the profession which were to follow in rapid succession. I have 
vivid recollections of interviews with that forceful personality, Sir John 
MacAlister, who was its first secretary. 


SOME OBSTETRICIANS 
Memory recalls in those early days the name of Dr. Henry Jellett, at one 
time the Master of the Rotunda Hospital, Dublin. He was a great con- 
troversialist, and in his correspondence did not pull his punches. An amusing 
incident connected with his book on maternal mortality was that the printer 
set up the title as “The Causes and Prevention of Maternal Morality’! Dr. 
Jellett drove an ambulance during the 1914-1918 War and often have I been 
enthralled by his accounts of some of his exciting experiences. 

Into this period came my first meeting with Dr. T. Watts Eden, and 
thereafter we met frequently. Precise at all times, and with a very clear 
mind, there was never any doubt as to his wishes. With his directness there 
was always perfect politeness. A typical example of his friendly interest 
occurred in 1920 when we published a volume on obstetrics by an Indian 
doctor named Dr. Moses. One morning Dr. Eden walked into the office, 
came to my desk, said ‘Good morning, Mr. Rivers, who is Moses?’ I was 
able to assure him that Dr. Moses really existed, and he went away quite 
satisfied. Another obstetrician I always looked forward to visiting was Dr. 
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Cuthbert Lockyer, at 117A Harley Street. His enthusiasm was ever apparent 
and his wide experience made him a delightful companion to listen to. 
Quite recently I had a letter from him recalling the old days. Equally 
pleasurable have been the hours I have spent with Mr. (later Sir) Eardley 
Holland at his house in Queen Anne Street. He once told me that pro- 
crastination was the thief of time and that he was the world’s best pro- 
crastinator. To visit Mr. Wilfred Shaw was always a pleasure. He was very 
proud of his collection of ivories. 


SOME PHYSICIANS AND SURGEONS 
I remember with pleasure many interviews with Dr. Arthur Latham, of St. 
George’s Hospital. He had a habit, when standing and talking, of keeping 
one hand in his trouser pocket. In it he had a number of sovereigns and 
when talking he would drop them one by one, so that conversation was 
punctuated by the chink of gold on gold. I often wondered if he umpired 
his local cricket team. 

Professor (later Sir) Frederic Still comes to mind in relation to one 
particular incident. At the time he was under considerable pressure of work 
and I asked him when he found time to read the proofs ot his book on diseases 
of children. He replied ‘Riding in the tram to and from King’s College 
Hospital’. Dr. (later Sir) Frederick ‘Taylor I had to meet on many occasions. 
He had a perfect bedside manner, with a precision in dealing with matters 
which I admired. On one occasion an error crept into a prescription in his 
book. It was the misplacement of a decimal point, and the dosage as printed 
was lethal. He was very perturbed but it was possible to make the necessary 
correction, and he was most grateful. Dr. J. H. Sequeira was well named ‘the 
beloved physician’, for his kindliness and charm were so apparent. I spent 
many delightful hours with him at 8a Manchester Square. 

Mr. R. P. Rowlands will be remembered as an outstanding surgeon in 
his day. I recall his telling me that he never did a major operation without 
spending an hour planning it. This contrasts with an episode concerning 
Mr. J. Bright Banister who called at my office at about 9.15 a.m. I happened 
to remark about the early hour and he replied that he had already done three 
major operations. It is 25 years ago that I first met Mr. P. H. Mitchiner, and 
I was honoured with his friendship until he died, on a day he was due to 
lunch with me. His vivid character and forceful methods of expression are well 
known and a visit by him to my office was a disrupting but enjoyable occasion. 


PREVENTIVE MEDICINE 
The 1914-1918 War brought me into contact with Colonel P. S. Lelean 
whose small book was a revelation of what can be done in the field of sani- 
tation in wartime with makeshift materials. I shall always remember one 
incident which shows his opportunism. I had an appointment with him at 
the Royal Army Medical College for the late afternoon and when I arrived 
and was announced he said ‘You are just the man I want; come with me’. 
He took me to some laboratories in which several people were working and 
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asked me to take a good strong sniff when he removed the lid of a container. 
Following instructions I did so, and thereupon choked violently for a few 
seconds while he watched carefully. After a few minutes, when I had 
recovered, we went to his room. There he told me that what I had sniffed 
was some of the gas used by the Germans in their first gas attack. 
Col. Lelean and others were trying out various dilutions for anti-gas 
devices. They had been breathing the stuff all day, and my arrival provided 
them with the guinea-pig they wanted. 

Many pleasant hours have been spent in the company of Dr. (later Sir) 
Wilson Jameson and Colonel G. S. Parkinson at the London School of 
Hygiene. Preventive medicine, past, present and future, was vigorously 
explored on these occasions. Col. Parkinson was a splendid raconteur, 
with a fund’of good stories. 


SOME PHYSIOLOGISTS 
Professor E. H. Starling I first met in his room at University College in 
1915. It was a hot July day, but he had his gas fire full on. At the interview I 
soon realized that he was despondent and that the prospects of his complet- 
ing the revision of his well-known book were remote. After a time, how- 
ever, and some general conversation, he suddenly arose, went to his book- 
case, took from it a competing book on physiology, read solidly for some 
time, then came back to me and said: ‘I feel better now that I realize how 
bad that other book is’. The interview concluded on a much happier basis 
than it started and the revised copy was duly completed. His successor, 
Sir Charles Lovatt Evans, is a friend of many years’ standing, from whose 
knowledge and advice I have often benefited. When Professor F. R. Winton 
was asked to write a new book on physiology for students his reaction was 
immediate and most unfavourable. With the help of Dr. Leonard Bayliss, 
however, the volume which was ultimately produced has gained a world- 
wide reputation. 
MANY OTHERS 

It was my good fortune to know Professor A. J. Clark over a number of 
years, and we spent many hours together. His handwriting was bold but 
sometimes illegible and as he was writing on a rapidly developing subject, 
with many new names of drugs, it required sessions together to make 
matters clear. 

Professor J. E. Frazer comes to mind as a large man with a small voice, 
and a charming personality. Professor A. T. Cameron was one of the early 
biochemists whose work in the field of endocrinology will be remembered. 
He was a splendid correspondent and, although Winnipeg and London are 
so far apart and in the early days no airmail existed, there was little difficulty 
in dealing with the manuscript and proofs of his books. Another biochemist 
with whom I have spent many pleasant hours is Dr. G. A. Harrison. His 
meticulous care with both manuscript and proofs will always be remembered, 
as will be the vitamin lunches we had together. 
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In 1924 was my first contact with Dr. G. E. Beaumont, and the friendship 
which began then has continued to this day. It is interesting to recall that 
the well-known volume, ‘Recent Advances in Medicine’, which Dr. 
Beaumont wrote in association with Professor (now Sir Charles) Dodds, 
and which they have continually revised for 13 editions, arose from an article 
which Dr. Beaumont wrote for The Practitioner. 

Sir Lionel Whitby’s genial manner was known to all who met him. He 
always had a special greeting for me either when we met or on the telephone. 
A call at my office had followed closely on a visit to the theatre when 
‘Showboat’ was running and consequently thereafter his first question on 
entering the office was ‘Is old man river in?’. Since that day, right up to his 
last visit a week or so before he died, that was his invariable name for me. 
I shall miss his cheery voice and charming personality. 

It is over 30 years since I first knew Dr. R. D. Lawrence. His well-known 
book is now in its 15th edition and this has meant regular meetings with him, 
which I much enjoyed. His comment when I recently visited him as a 
patient was that after all these years I should have known better! 

Since he was in Cairo, and more so since he came to Edinburgh, I have 
looked forward to meetings with Sir Sydney Smith. His dry humour and wide 
knowledge of many parts of the world make him a delightful person to 
listen to. 

THREE GENERATIONS 
Three generations of Churchills have carried on this business of medical 
publishers since 1826, and I have known and worked with the second and 
third of them, nearly all my service being with the third: A. W. Churchill 
and J. T. Churchill. Looking at the old records and account books brings to 
light the fact that my firm at various times has published The Lancet, The 
Medical Press and The Pharmaceutical Journal, amongst other journals. 

The private letter book of the founder of the firm, which is fortunately 
available, is of great interest. It appears that over 100 years ago the same 
reasons were given for not wishing to publish a manuscript as are used today. 
Obviously medical publishing has always been conservative. I also see that 
in 1834 Mr. Churchill wrote to an author to say he had arranged accom- 
modation in London for his artist at a cost of 5s. 6d. a week! 

A vivid comparison of the difference between 1907 and 1957 is the fact 
that The Medical Directory of 1907 contained 39,365 names (and cost 145.) 
whereas the 1957 volumes list 87,122 names (and cost 843.). 

‘To have lived in the era of the discovery of insulin, the sulphonamides 
and penicillin, of the great advances in all branches of medicine and surgery, 
and to have been concerned with the impact of them upon medical literature, 
has meant that my life has been an interesting and full ohe. The changes in 
the field of medicine between 1907 and 1957, seen in retrospect, are probably 
greater than in any other half-century. 

For the unfailing kindness and courtesy extended to me at all times, I 
offer my sincere and grateful thanks. 


ne 





Sioa 

















GENERAL PRACTITIONERS’ FORUM 
MEDICAL RESERVISTS AT PORT SAID 


By R. E. G. GOSLING, M.R.C.S., L.R.C.P., P. T. MAIN, MLB, Ch.B., 
and N. L. PAROS, M.B., B.S., D.Obst.R.C.O.G. 


THE story of battle which resulted in the occupation of Port Said and of 
twenty miles of the Canal Zone by British and French Forces and of the 
events of that occupation has yet to be told officially. Already the details 
are being forgotten in the argument and counter-argument and repeated 
world crises which have followed on from these forty-seven days. For three 
general practitioners, these days were a major experience—a time of some 
horror and a time when we realized the comfort of companionship and the 
value of good training in basic principles. 


THE CALL-UP 

We were recalled from the Reserve at forty-eight hours’ notice in early 
August 1956, and posted to a field ambulance attached to the brigade at 
the first state of readiness. We spent six weeks under canvas while rumours 
of action and inaction caused much speculation. There was little training 
as our equipment was loaded tactically on board ships, but we did fortunately 
have a chance of practising the loading of casualties into helicopters. Later 
we moved to permanent barracks as the crisis appeared to die down, and 
then the unit settled into an almost peace-time Regular Army routine. 


THE LANDING 

Suddenly the tempo changed and within twenty-four hours most of the 
company of the field ambulance was flown to Malta and by the evening of 
the same day was at sea in assault ships attached to the commando brigade. 
This field ambulance company was composed of six officers and fifty men. 
The officers consisted of our commanding officer, our company commander, 
a dental officer who also looked after our transport, and the three of us, 
each commanding a section of the field ambulance. 

The normal function of a field ambulance is to act as a pumping station 
on a pipeline, not as a reservoir. It sorts, documents and gives only emer- 
gency treatment to casualties on their journey from the front to the casualty 
clearing station. The company of a field ambulance is its most forward 
element and its chief task is the collection of casualties from the regimental 
aid posts. Our equipment for the landing was hastily gathered from stores 
in Malta and planned with the intention of holding casualties for a minimum 
length of time—the maximum envisaged being forty-eight hours. 

The company was ashore ten minutes after the assault began at 4.45 a.m. 
on-November 6. The first casualties were dealt with on the beaches, but 
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within an hour we had set up our headquarters in a battered hotel, while 
sniping still went on in the cellars and gardens. 


THE OPENING PHASE 

We treated 70 British casualties that first day within the framework of the 
policy of urgent evacuation. At first, helicopters (Whirlwinds) were flying 
in commandos from the aircraft carriers lying offshore, and we loaded 
casualties into them for the return flight—all surgery at this stage 
taking place on the carriers, which were equipped for this task. Each 
helicopter carried four casualties and an attendant. Later the helicopters 
were available wholly for casualty evacuation. No British wounded were 
held for longer than half-an-hour. As part of this policy of ‘no holding’ we 
also flew off, during the earlier part of the day, a number of the more 
seriously wounded Egyptians. Later, as more Egyptian casualties arrived, 
it became obvious that we had to retain these patients and by nightfall 
(4 p.m.) there was a lull in the fighting and we held 30 seriously wounded 
Egyptians. The ballroom of the hotel was cleared of its wreckage and used 
as a ward, the patients lying on stretchers; the kitchen became a mortuary 
and a bar the operating theatre. 

At midday we had been joined by a field surgical team—a surgeon and 
anesthetist, both reservists, an operating theatre assistant and three order- 
lies. A blood transfusion officer came ashore in the evening. Blood was 
not available ashore till the day after the landing but resuscitation was by 
dextran, saline or glucose saline. The equipment of the field surgical team 
was most comprehensive, both from the surgical and anesthetic points of 
view. We were most impressed with the sterile operating packs prepared in 
the United Kingdom and brought out on the ambulances of the field 
ambulance. One portable autoclave was available on the first evening and 
another arrived two days after the landing. 

When the cease-fire slowed down the landing of more equipment in 
support, we of the field ambulance found ourselves committed to running 
an acute surgical hospital for the preoperative and postoperative care of 
these severely wounded Egyptians—not an easy task with only our field 
medical panniers (1941 pattern). Of our company personnel, only one 
National Serviceman was a trained nurse (S.R.N.) and one reservist was 
a nurse in training; otherwise no-one below the rank of sergeant had any 
actual experience though they had been well trained in emergency first aid. 

There was no electricity for twenty-four hours other than that provided 
by two generators, and there was no running water for some days and then 
only for a few hours daily. These were luxuries we did not, in any case, 
expect. No interpreter was forthcoming for the first twenty-four hours. 

By midday on November 7 we had 50 seriously and dangerously wounded 
Egyptians in our ‘ward’. At the same time we were running an extremely 
busy outpatient casualty department in what had been the hotel lobby. 
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Case Injury Operation notes and outcome 
1 | G.S.W. chest and abdomen. Com- | Splenectomy. Sucking wound of chest. 
| pound fractures humerus, radius 
| and ulna 
2 | G.S.W. abdomen Ruptured liver. Died 12 hours later. 
3 | G.S.W. abdomen Multiple ileal perforations and ligation 
of (R) external iliac vein. 
4 G.S.W. right loin This man was manic and was kept quiet 
| with ‘lytic’ cocktails. 
5 | G.S.W. sacral area Anuria. Recovered. 
6 | G.S.W. abdomen and axilla Closure of perforated jejunum. 
7 G.S.W. (L) chest and abdomen Lobectomy, splenectomy, (L) nephrec- 
tomy. Died on table (cardiac massage). 
8 G.S.W. both eyes Bilateral enucleation. 
9 | G.S.W. scrotum Partial closure with drainage. 
10 | G.S.W. face and wrist Compound fracture of radius and ulna 
and fracture of mandible. 
II | G.S.W. face Reimplantation of parotid duct. 
12 | G.S.W. knee and foot (multiple) Mid-thigh amputation for gangrene 
| , 
13 | G.S.W. (L) leg Compound fracture of fibula with lateral 
popliteal nerve lesion. 
14 G.S.W. both legs Compound fractures of right femur, 


left tibia and fibula. 
15-20 | Sucking wounds of chest 
21-22 | Compound fractures of leg 


23 G.S.W. right arm Died on table (cardiac massage). In 
good preoperative condition. Cause 
of death not obvious. 


24 G.S.W. scalp in old man Developed congestive failure which 
responded to digitalis. 


25-30 | G.S.W.’s Operated on by surgical team of C.C.S. 
31 G.S.W. (L) chest and (R) knee Suture of left lower lobe. 
32 | G.S.W.’s buttocks Died on table (cardiac massage). 
33 | G.S.W. knee Excision of patella. 
34. ~«|: G.S.W. thigh Reduction of compound fracture. 
35 | G.S.W. arm Compound fracture radius and ulna 
with median nerve lesion. 
36-38 G.S.W. limbs Debridement only. 
39 Penetrating wound (L) eye Iridectomy. 
40-46 | Various G.S.W.’s, mostly large | Transferred for surgery to parachute 
muscle wounds field ambulance on third day after 
landing. 














TABLE 1.—Part of the operating list. 


a The term G.S.W. (gun-shot wound) includes injuries due to grenades and rocket assault 
0 as well as small arms fire. This list mentions only the more seriously wounded Egyptians 
3 and does not take into account many minor flesh wounds. 
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Some of the hotel staff who had stayed on supplied us with champagne 
buckets which were most useful for soiled dressings. 


THE CASUALTIES 

The casualties were both military and civilian, although it was at times 
hard to distinguish them. Some were naked and these we knew to be 
military as many had discarded their uniforms in a misplaced attempt to 
avoid imagined reprisals. Some civilians, when searched, carried grenades 
and ammunition; some were actually armed. One twelve-year-old boy with 
compound fractures of the femur and tibia was armed with a Czech auto- 
matic carbine. Those who could speak any English protested their love 
for the British; these usually were found to be the most heavily armed. 
The others were mostly apathetic. One was accompanied by his relatives 
and they insisted that only British surgery would do. 

For the first eight hours cases were operated on by the field surgical 
team surgeon, and thereafter lists were alternated between the field surgical 
team and a surgeon from a casualty clearing station. Surgery continued in 
this way almost non-stop for three days. 

The ‘ ward’ was under the supervision of one of us, another ran the 
outpatient casualty department, and the third took his field ambulance 
section to E] Cap the limit of our advance). 

Many of the casualties were due to gun-shot wounds: the shelling had 
been limited but there had been some rocket action by aircraft. 

Part of the operating list is shown in table I. 

Some patients died before they reached the theatre, or were considered 
to be moribund and not placed on the operating list. All cases were given 
tetanus antitoxin and gas-gangrene antitoxin and 1,000,000 units of crystal- 
line penicillin preoperatively. All cases received postoperative penicillin. 
There were no postoperative deaths from infection. 


THE INTERMEDIATE PHASE 
Minor military wounded (Egyptian personnel) had their injuries dressed 
and were handed over to the prisoner of war organization, the civilian 
minor wounded being returned to their homes. As the more seriously 
wounded became fit they were transferred: some to the Egyptian hospital 
when it started to function properly and some by Red Cross train to Cairo. 
A few were transferred to a French civilian hospital. 

Much has been said of lack of cooperation with the Egyptian hospital. 
It should be mentioned that owing to the fighting no contact was possible 
for the first twenty-four hours. After that, senior and specialized medical 
officers visited the Egyptian hospital. We gave such drugs, dressings and 
blood as our supplies permitted. It is also worth noting that Sisters of 
Mercy from the civilian hospital visited us, and also a civilian Egyptian 
surgeon with whom we had the most cordial professional relations. He 
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stayed in the theatre for some time and watched a mid-thigh amputation 
and also went round our ‘ward’ with us. We had several visits from Egyptian 
Red Cross ambulance drivers who brought requests for drugs and dressings. 
On all occasions we gave as much as we could. 

After ten days all the Egyptian casualties had been evacuated and a 
casualty clearing station had opened as a static hospital in a school. An 
advanced dressing station was opened as a hospital for cases of diarrhoea 
which were beginning to appear. Our field ambulance accepted only minor 
sick for three weeks but also acted as a reception centre for all casualties. 
These varied from the typical injuries occasioned by the running of a large 
port to accidental gun-shot wounds and the occasional wound by bomb- 
throwing and sniping. Casualties which occurred at El Cap were flown 
back by helicopter to Port Said. In addition, we paid routine daily visits to 
the P.o.W. camp, the bomb-throwers’ and curfew-breakers’ prison, and 
the prison in which were detained important Egyptians suspected of running 
the underground movement—which, if it did not worry us from the military 
point of view, often disturbed our nights with sporadic firing. When 
requests were made for medical assistance, we also visited Egyptian civilians 
in their homes during curfew. 

Considering the fractured sewers and the way in which men were living 
in disused warehouses and wrecked factories, there was remarkably little 
dysentery or infectious disease. The dysentery which did occur was mild 
and responded to sulphaguanidine. We account for this lack of infection 
in a number of ways. In the first place, it was winter-time and the fly 
population was comparatively low. Secondly, the water-supply was under 
our control and was heavily chlorinated. Thirdly, Egyptian food was not 
eaten—only issued rations were available. Fourthly, a very efficient field 
hygiene section was available to supervise sanitation and disinfestation. 


THE CLOSING STAGES 

During the last ten days the larger medical units closed and their equipment 
and personnel were evacuated and once again we became the ‘hospital’. 
Although there was continual night firing, very few casualties occurred 
and by then we had a precise routine for receiving, treating and evacuating 
them. Evacuation was by air, the patients being transported to the airfield 
in ambulances escorted by armoured cars. Surgery ashore was by two 
field surgical teams. Some of the operating was done aboard R.N. ships 
at anchor in Port Said harbour. It is a pleasure to mention the friendly 
cooperation of the medical officers of the Royal Navy, R.A.F., our French 
allies and the U.N. forces when they landed. 

It was a great relief when we embarked over the last two days on board 
a transport especially equipped as a casualty centre. Luckily, despite the 
sound of furious firing as the final evacuation took place, there were no 
actual battle casualties to deal with. As our transport slowly steamed out 
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of Port Said—the last troopship to leave—the Royal Navy played ‘Will ye 
no’ come back again?’ which we felt to be inappropriate. 


TAKING STOCK 

When we took stock we found we had learned that the old army medical 
adage ‘For battle casualties all you need in the first instance are stretchers, 
blankets, shell-dressings and morphia in ampoule syringes’ was very true. 
We would wish to see morphine more generally used in this form; we now 
carry these ampoule syringes in our emergency bags. We would also like 
to see a new shell-dressing designed on the same basic lines but more 
absorbent and with elastic bandage instead of woven so that it will be more 
secure on trunk wounds. 

But the major lesson was that the helicopter as a means of evacuation— 
from battlefield to hospital bed in thirty minutes—is the great life-saving 
factor for battle casualties, reducing shock to the minimum and providing 
the security for which the wounded crave. The speed with which casualties 
reached the operating theatre presented the surgeons with many difficult 
technical problems. Before this method of evacuation many of these severely 
wounded men would never have reached the table alive. 

Finally, we learned that we were not really soldiers—only doctors in 
uniform. It was with great pleasure that we returned to our practices and 
the humdrum of civilian routine. 


The authors wish to acknowledge secretarial help by Miss Betty E. Fellowes, and to 
thank Dr. R. I. Bodman (ex-Major, R.A.M.C.) who kindly supplied details of the operating 
list. 


CHANCROID IN THE MALE 


By I. G. HAMILTON, M.B., B.S., D.Osst.R.C.O.G. 
Chalfont St. Giles, Buckinghamshire 


CHANCROID, or soft sore, is seldom seen in the United Kingdom but is 
common in tropical and sub-tropical areas, particularly in Africa and the 
far eastern countries. Cases occurring in Britain are usually in those recently 
returned from abroad. 


ETIOLOGY 
Chancroid is caused by a gram-negative bacillus first discovered by Ducrey 
in 1889. The organism is non-motile, non-sporing and non-encapsulated ; 
it may be intracellular and the bacilli are often found in pairs lying side by 
side. The disease is conveyed directly by sexual intercourse and its incubation 
period is usually three days. It is not always obvious at this stage, however, 
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and it is common for a patient to present with the initial symptoms a week 
or so after exposure. 


SYMPTOMS 
The patient’s attention is drawn to the primary sore by discomfort, pain or 
irritation. Occasionally the illness is discovered during investigation of one 
of the other venereal diseases. If the infection is not found at its onset, one 
of the complications may bring the condition to light, namely inguinal 
glandular enlargement, balanitis or phimosis. A chancroid bubo sometimes 
is the presenting symptom but this is less common. 


SIGNS 
Ducrey’s bacillus grows best in a warm moist environment and the disease 
is therefore more commonly found in uncircumcised patients. The primary 
lesion is generally found on the glans penis or on the under-surface of the 
prepuce. Less commonly the ulcer is found on the shaft of the penis, or on 
the scrotum or perineum; occasionally it may be intra-meatal when it causes 
discharge and dysuria and is then difficult to distinguish from gonorrheea or 
non-specific urethritis. Rarely, chancroid ulcers occur extra-genitally. 

The primary sore of chancroid is a soft shallow ulcer, roughly circular in 
shape; it may be single or multiple. Initially, each sore is only a millimetre or 
two in diameter but may become much larger if untreated and then involve 
most of the glans penis. The ulcer has a sloughing base from which pus is 
easily scraped for diagnostic purposes; it is painful and bleeds easily. 

Inguinal lymphadenopathy is often found when the disease is first 
diagnosed and is present in all cases by the tenth day especially on the left 
side. 


COURSE AND COMPLICATIONS 

Untreated chancroid results in three main complications: balanitis, phimosis 
or chancroid bubo. In the uncircumcised the local infection rapidly causes a 
balanitis and this is often followed by phimosis. If the phimosis is neglected 
the Ducrey’s ulcer may reach the size of a half-crown or larger, and consider- 
able tissue destruction results which leaves permanent scarring, sometimes 
involving the whole of the glans penis. The most serious complication is 
abscess formation in the inguinal glands: the so-called ‘bubo’. In the 
untreated case after the first week a flush appears in the skin covering the 
enlarged glands and these rapidly suppurate. The resulting abscess may 
eventually rupture and sinus formation occurs which becomes very chronic 
and may prove exceedingly difficult to cure. A bubo may be confused with 
other masses in the groin and care must be taken not to operate mistakenly, 
as the formation of sinuses would then be inevitable. 

An aftermath of chancroid is the formation of penile verruce (Asin, 1952); 
these occur commonly and often require operative removal, although 
cauterization is sometimes sufficient. 
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DIFFERENTIAL DIAGNOSIS 
Chancroid must be distinguished from the following conditions :— 

(a) Syphilis.—The primary chancre is hard, single and painless; the dis- 
charge is serous and the incubation period is three weeks. The Wassermann 
reaction is positive in six weeks. In chancroid the ulcer is characteristic, the 
incubation period is less than a week and the Wassermann reaction negative 
after six weeks. 

(b) Simple balanitis may be confused with chancroid but careful inspec- 
tion will reveal the typical Ducrey ulcer. 

(c) Infected scabies may be distinguished by the presence of other lesions 
on the body and discovery of the acarus. 

(d) Genital herpes is vesicular, there is no slough and the lesion is not so 
tender as a chancroid ulcer. 

(e) Granuloma venereum presents with a nodular excoriated thickening on 
the genitalia. 

(f) Lymphogranuloma inguinale starts with a herpetic lesion which rapidly 
heals and is followed by systemic disturbance. 

(g) Other local lesions must be mentioned for consideration; all are easily 
distinguished from chancroid. They include papilloma, epithelioma, a 
tuberculous ulcer, gumma or local injury. 


DIAGNOSIS 
This is usually best carried out by examination of pus taken from the base 
of the ulcer with a platinum loop. In up to a third of the cases, however, the 
smear fails to reveal Ducrey’s bacilli and the diagnosis of ‘clinical chancroid’ 
must suffice. A skin test, the Ito-Reenstierna reaction, has been used success- 
fully in several centres, with a high percentage of positive results (Reymann, 


1951). 


TREATMENT 

Uncomplicated chancroid will respond to most of the sulphonamides and the 
antibiotics. Sulphadiazine and streptomycin are the drugs of choice, and 
they may be used separately or in combination (Nicol, 1951). Treatment has 
been successfully carried out with chloramphenicol, oxytetracycline, chlor- 
tetracycline, and tetracycline (King, 1953; Niedelman, 1951; Willcox, 1951; 
Zheutlin and Robinson, 1950), but these all involve the danger of masking 
syphilis and are best reserved for exceptional circumstances, and sulpha- 
diazine is preferable in this respect (Paparella, 1954; Mendell, 1954). 

Ideally, all cases of chancroid should be treated in bed and this must be 
insisted upon in complicated cases. 

Sulphadiazine is usually sufficient in uncomplicated cases and may be 
given in doses of 6 to g grammes every twenty-four hours in divided doses, 
according to the severity of the infection. If necessary, streptomycin is given 
in doses of 1 gramme twice daily for five days and is continued in half- 
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gramme doses if the condition needs further treatment; the vestibular com- 
plications of the drug must, however, always be remembered. In general, 
five to eight days of treatment will result in clinical cure but in complicated 
cases the drugs may need to be continued for long periods in order to avoid 
permanent damage or a relapse. 

Balanitis requires strict local hygiene, especially if phimosis is present. 
‘Two-hourly irrigations with freshly prepared eusol are best carried out until 
the ulcers are healed; if phimosis is present a syringe with a rubber or blunt 
nozzle may be used to ensure complete cleansing beneath the foreskin. The 
patient may be instructed to carry this out himself, but care must be taken 
to ensure that he observes an antiseptic technique. 

Cases with any complication, especially if a bubo is present, are best 
treated by the combination of sulphadiazine and streptomycin for as long as 
necessary to ensure clinical cure. If a phimosis occurs surgical intervention 
may occasionally be necessary but adequate chemotherapy usually averts the 
need for a dorsal slit, although subsequent circumcision may be deemed 
advisable. 


CONCLUSION 
From this account, which is written mainly from personal experience in 
Korea and Japan where the disease is common, it will be seen that if 
complications and scarring are to be avoided early diagnosis and appropriate 
treatment are essential. The very real danger of masking syphilis has always 
to be remembered and all cases should, of course, be followed routinely 
with serological tests, as is the custom when dealing with any venereal 
disease. 
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CURRENT THERAPEUTICS 
CXVI.—NITROFURANTOIN 


By R. W. FAIRBROTHER, T.D., M.D., D.Sc., F.R.C.P. 


Director of Clinical Pathology, Manchester Royal Infirmary ; 
Hon. Reader in Clinical Pathology, University of Manchester 


NITROFURANTOIN is a synthetic nitrofuran derivative which is available in 
this country under the trade name ‘furadantin’ (Duncan, Flockhart & Co. 
Ltd.). 

In an attempt to extend the range of chemotherapeutic agents, Dodd and 
Stillman (1944) found that the addition of a 5-nitro group to the furan ring 
produced a derivative with definite antibacterial activity. The resulting 
compound, nitrofurazone, was used mainly for superficial or topical applica- 
tion in cases of infected wounds, ulcers or burns. In 1951, Sweetser and 
Harrison used a dilute solution of nitrofurazone for repeated irrigation of 
the bladder in cases of acute urethrotrigonitis with good results. The 
following year another derivative, nitrofurantoin, was prepared. This was 
found, after oral administration, to be excreted mainly in the urine and in 
consequence it has proved valuable in the treatment of urinary-tract 
infections. 


PHARMACOLOGY 
Nitrofurantoin, or N-(5-nitro-2-furfurylidene)-1-aminohydantoin, has the 
following structural formula: 
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It is a yellow crystalline substance with a bitter taste and a low solubility in 
water. The solubility is dependent upon hydrogen ion concentration, being 
greater in alkaline solution; in normal urine the solubility is approximately 
20 mg. per 100 ml. After standard oral dosage, 5 to 10 mg./kg. body weight, 
it is found in the urine within thirty minutes and the major portion is 
excreted within four hours. About 44 per cent. of the active drug is excreted 
in the urine; only a small amount is found in the feces. The remainder 
appears to be converted by the body tissues into inactive brownish com- 
pounds which may tint the urine. The blood levels tend to remain low and 
the drug is much concentrated in the urine. 

Animal experiments have shown a very low degree of toxicity. When large 
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doses were given to rats over a prolonged period, a decrease in the maturation 
of spermatozoa was observed and the seminiferous tubules showed atrophy, 
but these effects disappeared on stopping the drug. 


DOSAGE 

The standard dosage is 5 to 10 mg./kg. body weight by mouth in twenty-four 
hours, or 100 to 200 mg. every six to eight hours, for the average adult. The 
drug is presented in tablet form, 50 mg. per tablet, and should be given 
during meals and at bedtime, when it should be taken with milk or a little 
food. In the United States a suspension of the drug is now available. It 
is important that treatment should not be stopped prematurely, and the 
administration of the drug should be continued for at least three days after 
the urine has been rendered sterile. In some cases relatively long courses of 
treatment, lasting many weeks, may be necessary. 

In view of the need for economy in the use of drugs, the cost of new 
products is a factor which should not be ignored. At present ‘furadantin’ is 
relatively expensive, costing much more than the sulphonamide preparations 
and slightly more than the antibiotics commonly used for the treatment of 
urinary infections. 


ANTIBACTERIAL ACTIVITY 
Nitrofurantoin has a wide range of antibacterial activity and is effective 
against many gram-positive and gram-negative organisms. Jn vitro experi- 
ments indicate that, whilst it has mainly a bacteriostatic effect, at high con- 
centrations some bactericidal activity may be found. It does not inhibit 
viruses or fungi. The antibacterial activity is unaffected by the presence of 
pus or red blood corpuscles. 

Laboratory tests, using agar diffusion methods, such as the dried disc 
technique with discs containing 100 to 300 mcg., have given satisfactory 
results in routine practice and provide a useful guide to therapy, particularly 
in acute, uncomplicated infections. In contrast to the sulphonamide tests, 
high dilution of the bacterial inoculum is not always essential in order to 
obtain satisfactory results (Fairbrother and Rao, 1954). The serial dilution 
technique can also be used but, in view of its low solubility in water, solutions 
of the drug should be prepared in polyethylene glycol 300. The results of in 
vitro tests indicate that nitrofurantoin is particularly effective against 
members of the coliform group, Proteus, Strep. fecalis, Staph. pyogenes and 
Staph. albus, i.e. organisms often isolated from urinary infections. Strains of 
Ps. pyocyanea, however, have tended to prove resistant. 

The frequent transfer of sensitive organisms in broth containing relatively 
small amounts of nitrofurantoin has not been found greatly to increase their 
resistance to the drug and therefore it would appear that resistance does 
not readily develop. In view of the diverse etiology of urinary infections, 
and as resistant strains of normally sensitive species or groups may be 
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encountered, the bacteriological control of therapy should be practised 
whenever possible. 

The precise mechanism of the antibacterial activity of nitrofurantoin has 
not yet been determined but it appears to be different from that of the 
sulphonamides and the antibiotics. It has at times proved valuable in the 
treatment of urinary infections when there has been no response to other 
chemotherapeutic agents. 


TOXICITY 

Nitrofurantoin has a low degree of toxicity and is well tolerated by patients. 
Minor ill-effects such as nausea and vomiting were not uncommon in the 
early clinical trials but these unpleasant reactions have been largely avoided 
by a slight reduction in dosage and by administration with food. Other 
minor side-effects such as skin rashes, headache, diarrhoea and dizziness have 
occasionally been described but these have tended to subside rapidly when 
the drug was withdrawn. 

Serious toxic effects in man have seldom been reported. West and 
Zimmerman (1956), however, described the appearance in a Negro of 
hemolytic anzmia following the use of nitrofurantoin; hemoglobinuria, a 
reduction in circulating red blood corpuscles and a rise in serum bilirubin 
appeared to be related to the administration of nitrofurantoin, but the 
responsibility of the drug for these complications was not unequivocally 
proved. It is interesting to note that the condition subsided when the drug 
was discontinued and did not recur during a six-month period of observation. 
Hasen and Moore (1954) found that one out of 68 patients had a reduced 
leucocyte count of 2,900 per c.mm., with a normal differential count, after 
treatment but unfortunately this case was not followed up. In consequence 
of these two indefinite and inconclusive reports it is impossible to exclude 
completely the likelihood of damage to the hemopoietic system. Blood 
counts should therefore be made during prolonged courses of treatment as a 
precautionary measure. 

Liver damage has not been reported but the drug is contraindicated in the 
presence of serious renal damage. 


CLINICAL RESULTS 
Nitrofurantoin has been widely used for the treatment of urinary-tract 
infections, particularly in the United States, and many reports are available 
although in most series the number of cases treated has been small (Mintzer 
et al., 1953; Kaplan and Hobgood, 1954; Waisbren and Crowley, 1955; 
Heffernan et al., 1955). Treatment of urinary infections is often difficult to 
assess owing to the presence of complicating factors, but the results with 
nitrofurantoin have, in general, been similar to those reported with other 
active chemotherapeutic agents. In acute, uncomplicated infections with 
such sensitive organisms as the coliforms, Strep. fecalis or Proteus, treat- 
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ment has been most successful; clinical and bacteriological cure has usually 
been produced. 

In patients with a history of previous infection or with abnormalities of 
the urinary tract, e.g. neoplasm, calculus, prostatic hypertrophy, the results 
of treatment have been less satisfactory. In some cases there has been a 
marked clinical improvement but there has often been failure to sterilize 
the urine. In others, both clinical and bacteriological cure has resulted but 
this has been only temporary and, after varying periods of time, relapse has 
occurred, sometimes with a different type of organism. In a number of cases 
there has been little or no response; in many of these the causative organism 
has proved to be resistant to the drug by im vitro tests. 

Waisbren and Crowley (1955) gave nitrofurantoin to 60 cases of urinary 
infection, with and without complications, and reported that in 27 cases the 
treatment was successful, but 12 patients failed to respond in that they either 
did not improve or actually became worse, and in 21 the results were in- 
conclusive ; there was some clinical improvement but the organisms persisted 
in the urine. In one case, 100 mg. of nitrofurantoin were given three times a 
day for six weeks without any toxic manifestations. Richards et al. (1955) 
carried out detailed laboratory investigations and also reported favourable 
results in the treatment of acute uncomplicated infections, depending mainly 
upon the sensitivity of the causative organisms; Pseudomonas infections 
were not affected. Only occasional minor toxic reactions, such as nausea and 
vomiting, were noted. 


SUMMARY 
Nitrofurantoin has proved to be a useful addition to the list of chemo- 
therapeutic agents available for the treatment of infections of the urinary 


tract. 
It has a wide range of antibacterial activity and a low degree of toxicity. 
Bacteriological control of treatment is desirable. 
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EQUIPPING THE SURGERY 


VIll.—VAGINAL EXAMINATION: 
METHODS AND INSTRUMENTS 


By ANTHONY W. PURDIE, M.B., F.R.F.P.S., F.R.C.O.G. 
Obstetric and Gynecological Surgeon, North Middlesex Hospital 


A VAGINAL examination may be indicated at various times during pregnancy, 
labour, and the puerperium, and it is called for in the majority of women 
presenting themselves with symptoms suggestive of some disease or disorder 
of the genital organs. This examination should never be made by a male 
doctor except in the presence of another woman, be that nurse, relative or 
friend; unless the doctor insists upon this he may lay himself open to a charge 
of indecent assault and, no matter how correct his behaviour, his innocence 
might be difficult to establish. 


PREPARATION OF PATIENT 

Immediately beforehand the patient should pass urine, as it is impossible to 
assess the state of the pelvic organs when the bladder contains urine; neglect 
of this is a frequent source of error. In equipping a surgery a lavatory which 
may be used by patients should be provided. In practice, bowel contents 
do not so commonly confuse the findings, but if the bowel is loaded the 
examination may be repeated after an enema or the administration of a 
laxative. 

The examination consists mainly of inspection and digital palpation and 
few instruments are required. The ordinary examination couch will serve 
perfectly well for examination in the left lateral position or in a modified 
left lateral (Sims’) position. For the dorsal position, in which the patient lies 
on her back with the thighs flexed, the addition of rests or ‘stirrups’ to support 
the feet is an advantage. 


THE VULVA AND VAGINA 
First the vulva is inspected. The state of the surrounding skin is noted and 
the condition of the labia majora, labia minora, and clitoris is observed. 
The labia are separated and the hymen, caruncule myrtiformes, vestibule, 
urinary meatus and fossa navicularis are inspected. The first finger massages 
the floor of the urethra towards the urethral orifice to demonstrate whether 
there is any urethral discharge, the orifices of Bartholin’s ducts are inspected 
and the sites of Bartholin’s glands palpated between the finger and thumb. 
While the patient coughs the presence of vaginal prolapse or of stress in- 
continence of urine is looked for. Two fingers are introduced into the vagina 
in the antero-posterior diameter and once inside they can be readily turned 
through a right-angle. Abnormalities of the vaginal walls are to be noted; 
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the vaginal cervix is palpated and its state assessed—the nulliparous cervix, 
the parous cervix with its transverse external os or its lacerations, the 
presence of Nabothian follicles, and abnormalities such as erosion, ectropion, 
polypi and malignant disease. 


BIMANUAL EXAMINATION 
Next the pelvis is examined bimanually. In this the left hand is placed on the 
lower abdomen while, with the fingers of the right hand in the vagina, the 





(b) 


Fic. 1.—(a) Brewer’s vaginal speculum. 
(b) Cusco’s vaginal speculum. 





cervix is pushed gently upwards until the uterine body is felt between the 
fingers of the abdominal hand above and those of the vaginal hand below. 
The size, shape, position, outline, consistency and mobility of the uterus 
are noted. When the uterus is retroverted it often seems larger than in fact 
it is and if possible its position should be corrected to anteversion before 
finally deciding what its size is. The uterine appendages are then palpated. 
Normal ovaries may be felt in a thin subject and their palpation usually 
elicits slight tenderness. If not to be found close to the lateral pelvic wall 
the ovaries may be prolapsed into the pouch of Douglas. Tenderness in the 
vaginal fornices should be noted, tenderness on manipulation of the cervix, 
and the presence of any extra-uterine mass or discrete nodules. The examina- 
tion is not usually made during normal menstruation, but it should never be 
postponed in the face of abnormal, prolonged, or irregular bleeding. 

With practice bimanual examination is comparatively easy in those 
patients who are able to relax the abdominal wall and cooperate with the 
examiner, but in the tense and anxious or obese subject examination under 
anesthesia may be necessary. When the patient is virgo intacta, recto- 
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abdominal examination gives reasonably satisfactory information, especially 
about the size of the uterus and the presence or absence of a tumour in the 
pelvis. 

When examining the patient specifically for stress incontinence of urine 
it is an advantage to have the bladder fairly full. Should stress incontinence 
not be demonstrated while the patient is in the dorsal position, she should 
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Fic. 2.—Sims’ duckbill double-ended vaginal 
speculum (medium size). 





Fic. 3.—Ferguson’s silver-plated 
vaginal speculum (made in 
three sizes). 


be re-examined while she is standing erect with the legs apart. This is a 
more severe test and if there is significant stress incontinence of urine it will 
be demonstrable in this position. 


RUBBER GLOVES 

It is generally desirable that rubber gloves should be worn during the 
examination and their use is imperative in the presence of sepsis or if there 
is any question of venereal disease. If dry sterilized gloves are not available 
the gloves can be sterilized by boiling. In some circumstances the following 
preparation may suffice: powdered gloves are pulled on to the hands, the 
gloved hands are washed and dried in a social manner, and a teaspoonful of 
30 per cent. ‘dettol’ cream is rubbed into the gloved hands for two minutes 
when the gloves are ready for use. 

It is common practice to lubricate the examining fingers before their 
insertion but in cases of leucorrheea the lubricant may interfere with the 
proper assessment and investigation of the discharge, and there is usually 
sufficient secretion in the vagina to permit the insertion of the fingers if 
introduced carefully and gently. In the few cases in which this is not possible 
the merest film of a bland lubricant such as ‘K-Y’ lubricating jelly on the 
fingers will allow of their introduction without confusing the picture. 


VAGINAL SPECULA 
A vaginal speculum should then be passed. The most generally useful 
speculum is Brewer’s (or, very similar, Cusco’s) bivalve speculum (fig. 1). 
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These are made in different sizes and in my experience the largest size is the 
most satisfactory. With it the cervix can be quickly and efficiently exposed 
and the vaginal walls inspected as the instrument is slowly withdrawn. In 
the average case, when the smaller sizes with shorter blades are used, the 
vaginal walls near the vault 
may not be fully separated, 
with the result that the cervix 
is difficult to visualize. Of 
course, the smaller sizes are 
sometimes necessary. During 
pregnancy the large size is 
almost always an advantage. 
Sims’ speculum (fig. 2), used 
with the patient in a semi- 
prone position, gives an ex- 
cellent view of cervix and 
vaginal walls. Ferguson’s 
speculum (fig. 3) allows the 
cervix and vaginal walls to 
be inspected carefully but a 
limited field is seen at one 
time. These specula can be 
obtained with electrical illu- 
mination attachments. 


BACTERIOLOGICAL 
INVESTIGATION 
When trichomonas vaginitis 
is suspected it is compara- 
tively easy to make a 
hanging-drop preparation from a loopful of discharge and examine this at 
once microscopically. In positive cases treatment can then be prescribed 
immediately and with confidence. In other cases the practitioner may take 
vaginal and cervical smears and inoculate these directly on culture media for 

dispatch to a bacteriological laboratory. 





Fic. 4.—Galvano-cautery set. 


THE CAUTERY 
Again he might reasonably provide himself with a heavy duty galvano- 
cautery set (fig. 4) co sisting of a transformer with a fine control resistance 
and a series of platinum cautery burners for the cauterization of postnatal 
cervical erosions. For this the cervix is exposed, the vagina is mopped clean 
with a piece of cotton-wool held in a Rampley’s sponge-holding forceps, any 
mucus clinging to the erosion is removed with cotton-wool soaked in a 
saturated solution of sodium bicarbonate, the vagina and cervix are mopped 
dry and the erosion is cauterized by a series of superficial radially arranged 
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strokes with the electrical cautery blade. This is repeated at intervals of 
three to four weeks until the cervix is free from erosion. 

The cytological diagnosis of early uterine cancer by vaginal and cervical 
smears (Ayre’s technique) is still highly specialized, and not really suitable 
for general use. Mention has not been made of vaginal pessaries as I find 


very little use for these. 


The illustrations for figs. 1, 2 and 3 were supplied by Down Bros. and Mayer & Phelps, Ltd., and that 
for fig. 4 by Allen & Hanburys, Ltd. 





REVISION CORNER 
THE USE AND ABUSE OF BROMIDES 


By the force of tradition the Pharmacopoeia still retains numerous pre- 
parations which are less often, or indeed seldom, used nowadays. This 
may be the case either because it has been proved or considered that they 
have little, or sometimes no, therapeutic value, or because more refined 
forms or more efficient substitutes have been discovered. 

‘Be not the first by whom the new is tried, 

Nor yet the last to cast the old aside.’ 

Pope’s couplet has its most apt application in the field of therapeutics. 

The second line justifies a consideration of the value, by present day 
standards, of that once popular drug, bromine. 


PHARMACOLOGY 
The element bromine was discovered by Boland in 1826 in sea water. Its 
absorption, distribution in the body, and manner of excretion are the same 
as with the other halogens, chlorine and iodine. It is absorbed rapidly from 
the alimentary tract and appears not to enter the cell but to remain in the 
extra-cellular fluid, acting upon the cell membrane. Its excretion is chiefly 
by the renal tubules which excrete the bromide and chloride ions 
indifferently in the proportion in which they occur in the glomerular 
filtrate. Elimination is therefore slow and repeated doses have a cumulative 
action. 
TOXIC EFFECTS 

Clearly these may readily occur. The presence of the drug in the stomach 
may cause epigastric discomfort, nausea and vomiting. The effects of an 
excess upon the nervous system include fatigue, dulling of the intellect and 
confusion. When administered to the aged or mentally unstable such 
symptoms may well be wrongly attributed to the disease for which the drug 
is being taken; indeed, the dose may be increased on this account. 

The skin may show an acne-like rash resembling the acne of adolescence. 
This rash may be present without any of the mental changes; conversely 
the mental changes may be present in the absence of any rash. 
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PAST AND PRESENT USES 
From its introduction, a hundred years ago, bromide was the great stand-by 
in the past in the treatment of epilepsy. It was used also for the nervous 
symptoms and insomnia of the climacteric and some psychoneurotics were 
benefited by its calming effects. 

The pharmacist of a large general hospital informs me that the ‘three 
fifteens’ (potassium bromide, chloral hydrate and ‘nepenthe’) are still 
ordered occasionally and prescriptions for chloral and bromide come at 
times from the children’s wards. Inquiry among leading pharmacists gave 
varying results but on the whole it may be said that the use of bromide has 
greatly declined. The prescriptions chiefly used still are for potassium 
bromide and tincture of nux vomica for adults, and chloral hydrate and 
potassium bromide for infants. Bromide occurs, of course, as a constituent 
of several drugs still in use, such as the carbamides, bromvaletone and 
carbromal. These are still employed as sedatives and hypnotics; they have 
a mild action but modern pharmacological opinion does not regard them 
as effective hypnotics. 

Bromethol (‘avertin’) was first employed as a basal anzsthetic given per 
rectum to induce fairly prolonged anzsthesia. It was much used by Crile in 
his technique of ‘stealing the thyroid’ and was thought, in addition, to 
have an antagonistic action to thyroxine. It had a further use in producing 
deep hypnosis in the treatment of tetanus and status asthmaticus. It thus 
had a deserved popularity, but difficulty in its administration and such 
side-effects as respiratory and circulatory depression have led to its re- 
placement in anzsthesia by the intravenous barbiturates. In the control of 
tetanus and status asthmaticus it has been replaced by paraldehyde. 

The ganglion-blocking drug, hexamethonium bromide, used in hyper- 
tension, may in sufficient doses produce bromism. This drug is giving place 
to other anti-hypertensives which do not contain bromine. 


CONCLUSION 

It remains to consider whether there is a place for it in the modern pharma- 
copeeia. As we have seen, its disadvantages arise from the risk of the toxic 
effects of cumulative action. It should not therefore be given continuously, 
but in single doses. 

The occasional dose of bromide to adult or child is valuable in inducing 
a repose that is quiet and refreshing and without after-effects. It would be 
better employed in this way than the grossly over-used barbiturates of 
which it has been estimated that, in 1940, four million sleeping doses were 
prescribed daily in the United States. It is this discriminate use of bromides 
which justifies their retention in the British Pharmacopoeia. 

The present position is ably summarized by Micks (1957): 

‘There is only one justifiable use of the bromide in therapeutics, as an 
occasional sedative. A bedtime dose of 2 g. (30 grains) to an adult is always 
safe, though often ineffective even if the dose be increased many times. 
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‘For the restless child 0.3 to 0.6 gramme (5 to 10 grains) is far more 
effective than a proportionate dose in the adult. There is no fear of addiction 
and the hangover produced by a 2-gramme dose is trivial’. 


Reference 
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THE USE AND ABUSE OF PHENACETIN 


PHENACETIN (acetophenetidin) is official in the pharmacopeeias of Britain, 
the United States, France, Germany, Italy and Spain. A monograph is 
also included in the International Pharmacopeia. 


CHEMISTRY AND PHARMACOLOGY 
Its chemical name is aceto-p-phenetidide. The structural formula is shown 


in fig. 1. 
CyH30-¢ _\)-NHCOCHs 


Phenacetin 


Ho-¢_\-n HCOCH3z 


N-Acetyl-p-Aminophenol 


p-Phenetidine 


Fic. 1.—Structural formule of phenacetin, N-acetyl-p-aminophenol and p-phenetidine. 


In the body phenacetin is converted by the liver into N-acetyl-p-amino- 
phenol and also, but to a lesser extent, into p-phenetidine. N-acetyl-p- 
aminophenol is believed to be responsible for its therapeutic properties; 
p-phenetidine may cause some of the toxic side-effects. 

It is interesting to note that N-acetyl-p-aminephenol is now available in 
tablet form. This seems to be a logical development of the finding that the 
activity of phenacetin is due to formation of N-acetyl-p-aminophenol. Use 
of this compound also obviates the risk of formation of p-phenetidine, a 
toxic metabolite of phenacetin. Phenacetin is both an analgesic and an 
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antipyretic. The main locus of effect is believed to be in the thalamus and 
hypothalamus at the central synapses of nerves carrying pain impulses. 
There may also be a peripheral point of attack. ‘The net result is an increased 
threshold to certain types of pain. The analgesic effects of phenacetin appear 
to be very similar to those of aspirin and other salicylates. It is interesting 
to note that, like aspirin and sodium salicylate, phenacetin causes a decrease 
in the content of ascorbic acid in the suprarenal glands. Phenacetin is of 
relatively low toxicity. It has no toxic effects on the cardiovascular system 
even when given in large doses. Toxic doses depress respiration, and 
respiratory failure is the usual cause of death in fatal cases of phenacetin 
poisoning. Damage to kidneys, liver and spleen is very rare. 

In the normal animal phenacetin does not reduce body temperature. 
Temperature is significantly lowered only when it is abnormally high. The 
fall in temperature is accompanied by vasodilatation, flushing and sweating. 


USES 

Phenacetin resembles aspirin in its properties in man. It is a useful anti- 
pyretic, lowering the body temperature and promoting sweating in febrile 
states. It is an effective analgesic, especially in soothing and relieving the 
aches and pains of daily life: headache, toothache, ‘rheumatism’ and 
dysmenorrhea in particular. By contrast, severe pain and the pain of 
visceral spasm (other than dysmenorrhcea) are untouched by phenacetin. 
Peptic ulcer, angina of effort, renal colic, and advanced cancer are examples 
of conditions the pain of which is not influenced by phenacetin. Phenacetin 
is used more in general practice than in hospital, and probably even more in 
self-medication. 

Custom has decreed that phenacetin is seldom prescribed alone, but is 
usually given together with other analgesic agents, especially aspirin and 
codeine. There is no evidence that the whole of the analgesic action of these 
combinations is greater than the sum of their parts. Their main advantage 
is that they keep the dose of each constituent well below its toxic level. 

Phenacetin is insoluble, but in the form of tablets and powders it is 
absorbed almost completely from the gut, and attains its maximum action 
half an hour to one hour after ingestion. The effect of a single dose usually 
lasts for two or three hours. The usual dose of phenacetin for adults is 
0.3 g. For children a dose of 50 mg. or upwards can safely be prescribed, 
but it is probably wiser to rely on aspirin alone. 

The formule of some commonly used official and semi-official prepara- 
tions containing phenacetin are listed below :— 

(1) Tablets of phenacetin B.P.; N.F. (phenacetin 0.3 to 0.6 g. [5 to 10 

grains)). 

(2) Tablets of acetylsalicylic acid and phenacetin B.P. (phenacetin 


0.227 g. [34 grains}). 
(3) Compound tablets of codeine B.P.; N.F. (phenacetin 0.2596 g. 


[4 grains)). 
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(4) Tablets of phenacetin and caffeine B.P.C.; N.F. (phenacetin 0.259 
g. [4 grains)). 
(5) Tablets of phenacetin and caffeine citrate B.P.C. (phenacetin 0.259 
g. [4 grains]). 
TOXICITY 
Phenacetin is more toxic than aspirin, and continued administration of 
large doses can lead to undesired changes. Of these the most commonly 
encountered is cyanosis, due to formation of the abnormal pigment sulphem- 
oglobin. It is usually stated that the pigment most commonly formed by 
phenacetin is methemoglobin, but this is not our experience. Sulphzmo- 
globinemia causes a steel-blue cyanosis, best seen in the lips and fingers. 
Sulphzmoglobinemia rarely does much harm, since it is not usually of 
such a degree as to cause serious hypoxia. Erythematous and urticarial drug 
rashes are sometimes seen after phenacetin. The other toxic effects of 
phenacetin listed in textbooks are rarely encountered in practice, but they 
include jaundice, hemolytic anemia, convulsions and coma. Gastro- 
intestinal disturbances are infrequent. 


ABUSES 

The abuse of phenacetin takes several forms. Any effective analgesic, 
available to the public without prescription, is likely to be used to excess by 
certain groups of patients, notably sufferers from neurotic headaches. In a 
way this is a compliment to the effectiveness of the drug. Such abuse is 
especially liable to occur when the phenacetin is contained in a mixture 
which includes drugs used for their stimulant effect. We have seen many 
cases of sulphemoglobinemia due to ingestion of large quantities of a 
proprietary mixture which included phenacetin and caffeine in its formula. 
In fact, whenever a patient presents with cyanosis and no dyspnea we 
immediately think of abuse of this preparation. Many of our patients stated 
that they started taking the preparation for its analgesic effect, but continued 
its use even when they had no pain, because of the feeling of ‘uplift’ it gave 
them. 

The bewildering variety of analgesic mixtures may lead to a regrettable 
but very human state of affairs when a doctor prescribes a preparation 
without appreciating that it contains a large amount of phenacetin. 

It may also be considered abuse of phenacetin to prescribe this drug 
when it is unlikely to be of value, as in cases of severe and colicky pain; or 
when long-continued high dosage is required, as in the symptomatic treat- 
ment of rheumatic fever and rheumatoid arthritis. 

Finally, it always constitutes abuse of a symptomatic remedy to administer 
it in lieu of making a diagnosis. 


J. J. Lewis, M.sc., F.P.S., 

Senior Lecturer in Experimental Pharmacology, University of Glasgow 
and BERNARD ISAACS, M.D., F.R.F.P.S., 
Ciba Research Fellow in Clinical Pharmacology. 
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Prevention of Sunburn 

Query.—What lotions or cream are recom- 
mended for prevention of sunburn? I have a 
little girl of four I am thinking of at present. 
Her cheeks develop intense erythema after 
the smallest dose of sunshine. She is very 
nervous, and any substance used will have to 
be free of any side-effect. 

I have a note that pheny! salicylate ointment 
is used, and also para-aminobenzoic acid in 
alcohol, but I wondered whether the alcohol 
might sting a little at first. 

Repty.—The natural resistance of the skin 
against the damaging effects of excessive sun- 
light depends mainly upon its capacity to form 
melanin and its thickness. When these are 
deficient, as in blondes, or if there is allergic 
sensitivity to light, protection can be afforded by 
combining mechanical and light- 
dispersing ingredients, for example titanium 
dioxide, with certain organic chemicals, such 
as those mentioned, which have light-absorptive 
properties. Also, many vegetable oils possess 
on their own some degree of screening action. 
Any sunburn preventive should be renewed 
after every two to three hours of exposure. The 


screening 


following is quite useful:— 
Menthy! salicylate 10 
Sesame oil 50 
Liquid paraffin 40 


Far simpler and better, however, is to pre- 
scribe the excellent sunscreening cream ela- 
borated for cases of xeroderma pigmentosum by 
Smithers and Wood (Smithers, D. W., and 
Wood, J. H. (1952): Lancet, i, 945) in conjunc- 
tion with the research department of Elizabeth 
Arden Ltd. This contains 2% of iso-butyl-para- 
aminobenzoate as the sunscreen. It is called 
‘ardena covering cream’ and can be had in three 
standard shades—light, medium and dark. 

E. W. Prosser THOMAS, M.D. 


Air Sickness in Children 


Query.—I have to take my daughter of 7 years 
to Singapore by air in October. She is often 
car sick, particularly in modern softly sprung 
cars, and has also often been sea sick when the 
weather was not completely calm. On several 
occasions she has been given ‘kwells’ tablets, 
which have made her very red in the face, and 
on the last occasion, during a long rough trip 
from Penang on a small cargo boat, after having 
‘kwells’ for three doses her face became swollen. 
Do you think this was due to the hyoscine 
hydrobromide or to some other constituent, and 
if so what would be the best thing to give her 
instead? If a ‘tranquillizer’ is used, which one 


would you advise and for how long should it be 
given before the journey for a child of this age? 


Rep.y.—It is unfortunate if there is a sensitivity 
to hyoscine hydrobromide because this is a basic 
constituerit of any really effective motion sick- 
ness remedy. In this case, probably the best 
alternative would be to use doses of either 
‘benadryl’ elixir or ‘anthisan’ elixir, which, in 
addition to their anti-air-sickness qualities, have 
a tranquillizing and soporific effect. Such drugs 
should be given after food and at least an hour 
before they are required to act. 

K. G. BERGIN, M.D., D.P.H., F.R.AE.S. 


Treatment of Gout 

Query (from a reader in India).—I have a 
patient, aged 56, who has had gout since 
1944. His attacks respond well to col- 
chicine. I should be grateful if you could 
suggest any form of treatment which would 
increase the elimination of uric acid from the 
blood. 

Rep.y.—For the attacks of gout the patient 
should take colchicine tablets (1/120 grain 
[o.5 mg.]) two-hourly, beginning as early as 
possible in the attack and continuing either 
until the attack is clearly subsiding or until 
there is nausea. The average dose required is 
between 8 and 12 tablets for each attack. He 
should always carry these tablets with him. 

To increase the elimination of uric acid the 
best drug is probenecid (‘benemid’). This 
should be given in a dosage of 1 tablet (0.5 g.) 
daily for the first week, twice daily for the 
second week and then three times a day. It 
may have to be continued indefinitely but this 
can be checked by the blood or serum uric 
acid levels. If it is given in a high dose initially 
it may bring on an attack, It is an inert sub- 
stance which occasionally gives rise to indi- 
gestion or to a mild rash but can usually be 
taken for years without any complications. 

OSWALD SAVAGE, O.B.E., F.R.C.P. 


Cardiac (Edema in the Aged 


Query.—I should be grateful if you could 
suggest anything that I can try for edema in an 
old woman patient of 79 with congestive heart 
failure. The diuretics just will not work now. 
I have used: Mersalyl (by injection and by 
suppository); acetazolamide; aminophylline; 
and massive doses of vitamin C. She is on 
digitalis. I suppose I have reached the stage 
when I can do no more. 

Rep.y.—It sometimes happens, particularly in 
old people, that ceedema gradually becomes dis- 
proportionate to other signs of congestive heart 
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failure and that diuretics are not efficient enough 
to reverse the process. Probably the loss of 
elasticity in the aged tissues of the lower limbs 
facilitates the production of edema when the 
venous pressure is raised. Southey’s tubes, or 
four or five superficial longitudinal incisions on 
the dorsum of each foot, allow good drainage for 
three or four days. Good diuresis may then 
follow with renewed mercurial diuretics. Peni- 
cillin cover is advisable and such procedures are 
not usually suitable for the home. Another 
method, used by William Withering and graphic- 
ally described in his book, is to digitalize the 
patient to the point of vomiting, and then to stop 
digitalis temporarily. An obvious diuresis may 
follow but careful observation is necessary and 
it is unpleasant. Elastic stockings may then delay 
the return of edema. Judgment will be required 
as to whether either of those methods will be 
applicable in the old lady under consideration. 
It is, of course, assumed that other causes of 
cedema have been excluded, particularly anemia, 
venous thrombosis or other obstruction and 
malnutrition (low vitamin B, and protein). Also 
assumed are a trial of complete rest in bed for 
three or four weeks, and maintenance of fluid 

and salt restriction. 
C. J. GAVEY, M.D., F.R.C.P. 


Malaria Prophylaxis 

Query.—I have been asked by a patient going 
abroad to Borneo and coming back by Thailand 
and India, what is the current practice regarding 
malaria prophylaxis. As I have not been in the 
Tropics since the 1939-45 War I would value a 
few words on present-day practice. Is ‘paludrine’ 
the substance of choice? And how long should 
it be started before risk of infection? Also, what 
is the daily dosage, and how long should it be 
continued after return? 

Repty.—(1) The best drugs are proguanil 
(‘paludrine’) or one of the 4-amino-quinolines, 
e.g. chloroquine (‘nivaquine’). 

(2) Proguanil.—Dosage 100 mg. (1 tablet) 
daily. Start on the day before exposure, or a 
fortnight before (to acquire the habit). Continue 
daily throughout exposure and for at least a 
month after leaving the endemic area. Proguanil 
can prevent the development of P. falciparum 
(malignant tertian) malaria in individuals not 
previously exposed. Relapses of this form of 
malaria should not therefore occur after stopping 
the drug. It cannot prevent infection with the 
P. vivax group of malarias, but acts as a sup- 
pressive while being taken. Unfortunately, the 
persistent liver forms of these parasites may lead 
to the development of relapses some weeks or 
months after stopping the drug. 

(3) Chloroquine.—Dosage 300 mg. of the base 
(2 tablets) once weekly. Start a fortnight before 
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exposure, continue during exposure and for at 
least a month after leaving the endemic area. 
This drug will suppress and radically cure P. 
faiciparum malaria, which will not therefore 
relapse after the end of treatment. It acts in the 
same way as ‘paludrine’ on the P. vivax group 
of malarias, which may relapse after the drug 
is stopped. 

(3) In some areas parasites resistant to pro- 
guanil may exist. If there is any possibility of 
such resistance, which has been demonstrated 
in Malaya, a 4-amino-quinoline should be used. 

(4) These drugs are non-toxic in the dosage 
recommended. The whole secret of their proper 
usage is regularity of dosage. 

Proressor B. G. MAEGRAITH, M.B., F.R.C.P. 


Intravenous Transfusion 

Query.—I would be grateful for your advice 
on the subject of cut-downs for intravenous 
transfusions. 

Rep.ty.—It should first be stated that the 
vast majority of intravenous infusions can, and 
should, be given by percutaneous insertion of 
a needle into a vein, preferably somewhere on 
the back of the forearm. Cut-downs are required 
as a routine in infants, but in adults only when 
an adequate arm vein cannot be found. Even 
when a cut-down is necessary a vein on the 
back of the forearm is, in my opinion, preferable 
to the long saphenous vein above the ankle. 
Phlebitis is less common in the arm veins and 
on the whole less troublesome when it does 
occur. Other objections to the routine use of 
the saphenous vein for infusions are that the 
resulting immobilization of the leg (even when 
polythene tubing is used) is undesirable 
especially in postoperative cases and that even 
the most careful house surgeon, in making 
saphenous vein cut-downs, will in a small 
proportion of cases damage or divide the 
saphenous nerve with resulting paresthesia or 
anesthesia over the dorsum of the foot. None 
the less the saphenous vein has to be used in 
some cases and the cut-down technique is then 
required; the vein should be exposed not just 
anterior to the tibial malleolus but at a level 
5 cm. or more higher, so that the site of opera- 
tion is well above the level of the ankle joint. 

When a cut-down has to be made it is usually 
advisable to accept the fact that the vein has to 
be obliterated at least temporarily by the distal 
ligature. If this is done with catgut it is probable 
that recanalization will occur in time. 

It is not practicable to make the end of a poly- 
thene tube sharp enough to penetrate a vein 
wall cleanly without first making a nick in the 
vein. A polythene catheter of small bore, how- 
ever, can be threaded into a vein through the 
lumen of a needle (e.g. polythene of bore 
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©.§ mm. and wall o.25 mm. through a short 
15-SWG needle). The needle may be inserted 
into the vein either through the skin or, if the 
vein is difficult, after a small incision to give 
direct exposure of the vein. The polythene is 
introduced through the needle and passed 
some distance beyond it, and the needle is then 
withdrawn leaving the polythene within the 
vein. A no. 1 hypodermic needle may be used 
to connect the infusion apparatus to the poly- 
thene. This does not materially narrow the 
effective lumen as the polythene tubing readily 
expands round a needle of lumen matching its 
own. In this way polythene may be inserted 
without any ligatures, but in practice leakage 
commonly occurs at the point of puncture and 
has to be controlled by a firm pressure dressing 
over this area. 

The main advantage of polythene tubing for 
intravenous infusions is that the tubing can be 
passed up into a large venous trunk. This 
permits very prolonged intravenous infusions or 
the administration of irritating solutions when 
this is necessary, as in the management of tem- 
porary anuria by administration of strong glu- 
cose solution. It is unnecessary, if not inadvisable, 
to pass polythene tubing into a major vein 
except on one of these indications. 

Proressor A. G. R. LOWDON, O.B.E., M.B., 
F.R.C.S.ED. 


Administering Penicillin 
Query.—I would be grateful if you could tell 
me which is the more effective way of ad- 
ministering penicillin: injection of procaine 
penicillin, 600,000 units daily; or injection of 
procaine penicillin, 300,000 units twice daily. 
Rep_y.—The short answer is that no advantage 
is gained by spreading the dose of penicillin. 
When an organism is so sensitive to penicillin 
that it can be treated at low blood levels of the 
drug, either course would be equally satis- 
factory. High blood levels can only be obtained 
by the use of soluble preparations, and for 
routine use where laboratory control is not avail- 
able a combination of soluble and procaine 
penicillin would give better control. 

W. Howarp HuGues, M.D. 


Hamospermia 

Query.—A married patient, aged 44 years, has 
been complaining for the last six weeks of 
passing blood with his semen on intercourse. 
The blood comes out rather in clots and is 
brownish in colour. The amount of bleeding is 
not large, and few clots come out at a time. 
Associated with this hemospermia he sometimes 
feels a slight ache around the testicles. Clinical 
examination shows normal testes, epididymis 
and cords, and prostate. A straight x-ray of the 


pelvis shows no calculi (prostatic), and the urine 
seems to be clear. The blood sedimentation rate 
is only 4 mm. There is no history of urinary 
infection or of venereal disease, and the general 
health is excellent. The blood pressure is slightly 
raised (about 140/90 mm. Hg). The chest is clear. 

I shall be grateful for help in dealing with 
this case. 


Rep_y.—Hezmospermia is not very common but 
I see some 6 to 12 cases a year in my practice. 
Many causes have been suggested. Chronic 
vesiculitis, chronic infection of the prostate or 
prostatic urethra, and acute vesiculitis, angioma 
of a vesicle, carcinoma of the prostate, papilloma 
at the opening of an ejaculatory duct, hyperemia 
or hyperplasia of the verumontanum, and bil- 
harzia of the genital tract. On some occasions I 
have found an obvious carcinoma of the prostate 
on rectal examination. In a few cases, there has 
been cedema or congestion of the prostatic 
urethra or of the verumontanum, sufficient to 
account for the bleeding and in one case there 
was a papillary neoplasm of the prostatic 
urethra. 

In the large majority of cases, however, no 
cause for the bleeding has been demonstrated. 
The prostatic bed is flat and smooth, the bladder 
and prostatic urethra are normal on endoscopy. 
X-ray of the bladder and prostatic urethra shows 
no evidence of calcification or stone formation. 
I have followed many of these cases for a number 
of years and nothing has developed. The case 
described by your correspondent seems to fall 
into this group. There cannot be a serious patho- 
logical cause and probably it happens because a 
small vessel in the tract ruptures and bleeds like 
a nose bleed. If the condition is a nuisance I 
suggest giving stilboestrol, 10 mg. thrice daily 
for a month and then 5 mg. thrice daily for 
another two months. If hamospermia still 
persists and there is nothing to feel on rectal 
examination, I would suggest ignoring the con- 
dition and reassuring the patient. 

A. W. BADENOCH, M.D., CH.M., F.R.C.S, 


Aching Pain in the Legs 

Dr. ALEXANDER MATcuetTt writes: Possibly your 
correspondent (The Practitioner, 1957, 179, 103) 
is describing a symptom which I think occurs 
not infrequently, and particularly in middle- 
aged people with short thighs and a tendency to 
obesity. This is an aching in one or both legs 
behind the knee and extending posteriorly into 
the thigh and leg, persisting, and gradually 
diminishing in intensity, over several days. It 
seems to occur after prolonged and repeated 
sessions in a chair with a sagging seat and a 
hard frontal bar, and sometimes after long car 
journeys. 
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Anticonvulsant Drugs 
IN a review of ‘drug therapy in convulsive 
disorders’, D. D. Daly (Proceedings of the Staff 
Meetings of The Mayo Clinic, May 15, 1957, 32; 
257) points out that ‘there is no “right’’ dose 
for these patients any more than there is a 
“right’’ dose of insulin for diabetic patients. 
The optimal dose is reached by a process of trial 
and error’. It is recommended that ‘treatment 
should always begin with drugs which are known 
to be highly effective but have a low incidence 
of toxicity’. The barbiturates are described as 
‘one of the cornerstones of anticonvulsant medi- 
cation’, and phenobarbitone is ‘the safest of the 
anticonvulsants. In all types of seizures save the 
petit mal-myoclonus group’, phenobarbitone or 
phenytoin sodium ‘should be tried before any- 
thing else’. Phenobarbitone is of value in the 
control of generalized convulsions, focal seizures 
and automatisms or so-called psychomotor 
seizures. It may be prescribed in a single dose 
of 100 mg. at bedtime, or 30 mg. three or four 
times daily. Some patients tolerate doses as high 
as 500 mg. daily. Phenytoin sodium is also of 
value in the treatment of generalized convul- 
sions, focal seizures and automatisms. For adults 
it is usually prescribed in initial doses of 100 mg. 
twice or thrice daily. The majority of adults 
can tolerate a daily dose of 500 to 600 mg. As 
the maximal effect is reached only after several 
days, increments in dose should be made only 
at weekly intervals. Methoin, another hydantoin 
preparation, ‘must be used with great caution’ 
because of the risk of agranulocytosis. 
Troxidone and paramethadione are of value 
in the treatment of petit mal and myoclonic 
and akinetic seizures, but must be used with 
caution because of their side-effects, including 
blood dyscrasias. In children, the dose is 300 
to goo mg. daily; in adults, goo to 1,200 mg. 
daily. Primidone is usually used in conjunction 
with other anticonvulsant drugs as its optimal 
therapeutic dose approaches the level of toxicity. 
The starting dose is 250 mg. daily, increasing at 
weekly intervals to 750 to 1,500 mg. daily. 
Bromides, in spite of their current neglect, ‘in an 
occasional patient will provide satisfactory con- 
trol when many other medications have failed’. 


Meprobamate and Premenstrual 


Tension 

SATISFACTORY results are reported by V. M. 
Pennington (Journal of the American Medical 
Association, June 8, 1957, 164, 638) from the 
use of meprobamate in the treatment of pre- 
menstrual tension. Her series consisted of 42 


women, aged 16 to 42, who had had premenstrual 
tension and primary dysmenorrhcea since the 
menarche. Twenty-eight of the women were 
instructed to begin taking one 400-mg. tablet 
of meprobamate at the first premenstrual symp- 
tom and to continue taking one tablet after each 
meal until the symptoms subsided. Of this 
group, 22 (78%) were relieved of their pre- 
menstrual symptoms and six (22%) were ‘greatly 
benefited but continued to have dysmenorrheea, 
although in lessened degree’. Fourteen patients 
were instructed to take one meprobamate tablet 
after each meal daily for two months, and then 
intermittently when premenstrual symptoms 
began. Of this group, 11 (78°) were relieved of 
their premenstrual symptoms and three were 
‘considerably improved’. The same percentage 
of improvement was observed in this group 
when they took meprobamate intermittently. 
When placed on placebo therapy, only three of 
the 42 women obtained any relief and this was 
only partial. There was no evidence of habitua- 
tion in this investigation, nor were there any 
withdrawal symptoms. 


Hydrocortisone in Tennis Elbow 
‘HYDROCORTISONE is effective in the treatment 
of tennis elbow’, according to R. A. J. Baily and 
B. H. Brock (Proceedings of the Royal Society of 
Medicine, June 1957, 50, 389). This conclusion 
is based upon their findings in a series of 40 
cases. Twenty of these were treated by the 
injection of 1 to 3 ml. of 2% procaine into the 
tender area, followed by manipulation by Mills’ 
manceuvre. The other twenty received exactly 
similar treatment, with the additional injection 
of 25 mg. (1 ml.) of hydrocortisone acetate. 
In those in whom symptoms were unchanged 
after three weeks a course of physiotherapy was 
instituted—renotin ionization, heat and deep 
massage. A follow-up after two months showed 
that 10 (50%) of the hydrocortisone group were 
‘cured’ and four (20%) were ‘improved’. The 
corresponding figures for the control group were 
five (25°) ‘cured’ and five ‘improved’. In eight 
patients whose symptoms were unchanged at the 
end of two months, a second injection of hydro- 
cortisone was given, resulting in ‘cure’ in three 
and ‘improvement’ in five. In two patients of 
the hydrocortisone group, and five of the con- 
trols, early relief of symptoms was followed by 
relapse, ‘confirming the findings of others that 
the effect of hydrocortisone as of other treat- 
ments, may be only temporary’. 


D.F.P. in Paralytic Ileus 


D.F.P. (di-isopropyl fluorophosphonate) is ‘a 
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valuable auxiliary’ in the treatment of paralytic 
ileus according to A. Walsh (Jrish Journal of 
Medical Science, June 1957, p. 286). He reports 
the results of its use in seven cases of established 
paralytic ileus, which he defines as follows: 
patients who ‘had absolute constipation and 
progressive abdominal distension with vomiting 
or aspiration of increasing amounts of dark 
brown fluid of “‘fecal’’ character’, in whom 
‘prolonged repeated auscultation revealed no 
evidence of actively contracting gut, but only 
the high-pitched tinkles and passive sounds 
characteristic of ileus, who did not respond to a 
regime including relief of pain by morphine, 
continuous gastric suction with intravenous 
fluid therapy controlled as far as possible by 
laboratory studies, and the exhibition of systemic 
penicillin and sulphonamides’. The D.F.P., 
which is dispensed as a 0.1% solution in arachis 
oil, is given intramuscularly in doses of 2 or 
3 ml. of the solution. Abdominal auscultation 
revealed sounds of active peristalsis within three 
to ten minutes of the injection, but the passage 
of flatus was delayed for up to eight hours, and 
usually followed by a copious, watery stool. Of 
the seven patients treated in this way, six 
recovered, the one death occurring from portal 
thrombosis. According to the author, ‘without 
D.F.P. the outlook for these cases seemed 
hopeless’. 


Coral Ulcer 
‘THIRTY-SEVEN cases of ‘coral ulcer’ have been 
seen by Andrew Hicks (East African Medical 


Journal, April 1957, 34, 121) in Nairobi within 


a period of three years. In every case there was a 
history of contact of feet and legs with living 
coral while on holiday at the coast. Within 
twenty-four hours the abrasion became painful, 
red and thickened, the centre became necrotic, 
and discharged thin, greyish pus. There was 
accompanying cellulitis, lymphangitis and in- 
guinal adenitis. The constitutional symptoms 
were usually severe: headache, malaise and 
moderate pyrexia. The lesion is due to injection 
into the affected part of the toxic fluid secreted 
by the stinging capsules of the coral. The exact 
nature of this fluid is not known, but it is thought 
to contain a vesicating principle, or cantharidine, 
and possibly also proteic substances bearing 
some affinity to snake venoms. Treatment con- 
sists in the first place of prophylaxis—‘almost 
any form of covering of the areas at risk is 
enough, as the stinging capsules have not any 
great penetrating power. The modern type of 
canvas shoe lacing over the ankle worn with 
men’s socks gives good protection’. Although no 
effective antidote is known, it has been reported 
that if the abrasion is immediately washed with 


saline, and then painted with tincture of iodine, 
the typical ulcer does not develop. Treatment 
of the established case consists of ‘the usual 
methods of rest, elevation, heat, local applica- 
tions, and the appropriate chemotherapy’. In 
the chronic stage, strapping with ‘elastoplast’, 
with no local dressing, has proved useful. 


Hospital Diets 

Foop sent to hospital wards must average about 

500 calories more than the 2,200 calories recom- 

mended for men in sedentary occupations 

according to R. A. Murray Scott (NAPT 

Bulletin, June 1957, 20, 89). The last evening 

meal and breakfast should not be more than 

twelve hours apart. The meals should be evenly 

spaced throughout the day. A good weekly diet 

should include the following:— 

Soup at least three times daily in winter 

Fresh milk 5 pints (3 litres) per person—3} pints 
(2 litres) should go to the wards for 
beverages 

Fresh meat five times—roast 4 ounces (115 g.) per 
head, stewed 3 ounces (85 g.) 

Ham or bacon four times for variety—same food value 
as other meats 

Fish at least three times (5 ounces [140 g.] a 
head) 

Eggs three 

Cheese dish once or twice 

Vegetables green: 2 ounces (55 g.) cooked, at least 

and Fruit three times; root: twice. 
Salads or raw fruit three times 


A meal containing first-class protein should 
be served twice daily. In tuberculosis hospitals, 
‘where bone decalcification is prominent’, more 
than 5 pints of milk should be supplied per 
person. 


Post-mortem Homografts in Burns 
IN cases of extensive burns, in which it is not 
possible to obtain the necessary area of auto- 
grafts, because of the poor general condition of 
the patient and the lack of donor areas, ‘resort 
to post-mortem homografts will often tide the 
patient over this initial period until he can 
supply his own skin either by growing in of 
epithelium from the periphery, or by the healing 
of suitable donor sites’, according to N. C. 
Davis (Australian and New Zealand Journal of 
Surgery, May 1957, 26, 244). He gives details 
of one case in which the use of post-mortem 
homografts was considered to be life-saving. 
The patient was a fit young man, aged 23 years, 
whose total burn involved 55% of the body 
surface area, of which about 35% was full thick- 
ness. The homografts were obtained from a 
woman of 67 years who had died suddenly of a 
cerebral hemorrhage eleven hours previously, 
and the cadaver had been refrigerated. Such 
homografts should be excised with full aseptic 
precautions. They may be used immediately 
or may be kept wrapped in penicillin-saline 
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gauze at the temperature of the ordinary house- 
hold refrigerator. How long they will keep is not 
known. When homografts are used, it is recom- 
mended that small autografts and pinch grafts 
be scattered between them. By this means, the 
autografts will be spreading by the time the 
homografts disintegrate. The homografts appear 
viable until about the third or fourth week, 
when they suddenly disintegrate. 
Prophylactic Mustine in Surgery of 
Malignant Disease 

Because of the accumulating evidence ‘in- 
dicating that cancer cells are dislodged or 
disseminated (into the wound, venous system, 
and perhaps lymphatics)’ during operative 
removal of malignant growths, G. O. McDonald, 
C. Livingston, C. F. Boyles, and Warren H. 
Cole (Annals of Surgery, May 1957, 145, 624) 
have investigated the action of nitrogen mustard 
(mustine) and _ triethylenethiophosphoramide 
(Thio TEPA) in preventing such dissemination. 
Experimental work in rats suggested that both 
these preparations, and particularly the latter, 
were effective in decreasing the percentage of 
‘takes’ when injected on the same day as the 
animals were injected with a suspension of 
Walker 256 carcinosarcoma cells. They therefore 
investigated in 45 patients operated on for car- 
cinoma of the breast, stomach, colon, and 
rectum, the effect of mustine given on the day 
of operation and on the first three postoperative 
days. As mustine is much more toxic when given 
to patients on the day of operation, ‘great 
caution must be exercised in therapy of this 
type’. A lowered resistance to infection has been 
noted and an increased tendency to post- 
operative bleeding. Of the two postoperative 
deaths in the series, one ‘was probably related 
to nitrogen mustard’. In discussing this paper, 
F. E. Kredel reported that he was using a dilute 
solution of nitrogen mustard (10 mg. in 500 ml.) 
to irrigate the field of operation in certain cases 
of cancer. 


Brissaud’s Reflex 


Brissaup’s reflex is ‘a useful diagnostic sign of 
chronic alcoholism’ as it is obtained in no other 
condition, according to S. J. Cantor and N. R. 
Paterson (Medical Journal of Australia, April 27, 
1957, i, 586). The reflex, which consists of 
contraction of the tensor fascia femoris, is 
elicited by stroking the sole of the foot. It is 
easily fatigued and may be obtained only once 
or a few times. The movement of the muscle is 
relatively slow. At times, repeated, quickly made 
stroking of the sole will produce a series of 
Brissaud’s reflexes. Generally, if ordinary re- 
flexes, such as the plantar reflex or knee jerk, 
have disappeared, Brissaud’s reflex cannot be 
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elicited, but it may on occasion be elicited when 
the plantar reflex is not obtainable. 


Fluorides and Dental Caries 

Tue mode of action whereby fluorides in the 
domestic water supply effect a reduction in the 
incidence of dental caries has never been satis- 
factorily elucidated. R. W. Moncrieff (British 
Dental Journal, June 18, 1957, 102, 488) has 
attacked the problem by investigating the effect 
of very small quantities (from 0.2 parts per 
million [p.p.m.] upwards) of fluoride on the 
loss of calcium from calcium phosphate im- 
mersed in very slightly acid solutions at body 
temperature. His results ‘show clearly’ that in 
such experimental conditions the presence of 
I p.p.m. or even less of fluoride in water greatly 
reduces the loss of calcium from calcium phos- 
phate. Such a demonstration, it is claimed, 
‘supports the view that the mechanism of caries- 
reduction by fluoridation is essentially one of 
reduction of enamel solubility in acids’. It is 
pointed out that the acids chosen for the in- 
vestigation were such as might obtain in the 
mouth from the consumption of fruit, vegetables, 
and sugar. The presence of fluoride even in such 
a small proportion as 0.2 p.p.m. had a marked 
and easily observable inhibitory effect on the 
formation of calcium ions. 


Milk and Food Poisoning 


IN spite of the fact that staphylococci have long 
been known to be common in cows’ milk, 
staphylococcal food poisoning associated with 
the drinking of raw milk is relatively uncommon. 
When it does occur, it is usually in hot weather, 
and follows the consumption of either the milk 
of a single cow or the mixed milk of a small 
number of cows. A. C. Jones and his colleagues 
(Monthly Bulletin of the Ministry of Health, 
June 1957, 16, 109) have investigated this 
problem and found that under favourable 
conditions staphylococci are able to grow 
freely at 37° C. and 30° C. and fairly well at 
25° C. Their findings suggest that ‘it seems 
improbable that any milk kept at a temperature 
below 80° F. (26.7° C.) for less than twenty- 
four hours will cause illness on ingestion in the 
raw state’. Their general conclusion is that 
‘staphylococcal food poisoning is unlikely to 
occur unless milk from a naturally infected 
udder is withdrawn under good hygienic con- 
ditions, is kept at a fairly high temperature for a 
sufficient length of time, is not mixed with that 
of other cows to a degree sufficient to dilute 
the toxin below the active level, and is drunk 
raw. Since these conditions seldom occur in 
practice in this country, staphylococcal food 
poisoning caused directly by milk is neces- 
sarily uncommon’. 
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Physiologic Principles of Surgery. Edited by 
Leo M. ZIMMERMAN, M.D., and RACH- 
MIEL LEVINE, M.D. Philadelphia and 
London: W. B. Saunders Co. Ltd., 1957. 
Pp. xv and 988. Illustrated. Price £5 53. 


It used to be said that if you knew your anatomy 
and pathology, you knew your surgery, but such 
is now very far from being true. Apart from 
neglecting the immensely important province of 
technique, this aphorism is altogether out of 
date. So much of surgery nowadays consists in 
making adjustments to the anatomy with the 
idea of affecting physiology whilst most of post- 
operative care is devoted to restoring normal 
physiology to the respiratory, circulatory, gastro- 
intestinal and renal systems. For this reason, a 
study of physiology has become even more 
necessary for the surgeon and in this volume, 
written by many experts, all the important in- 
formation that he may need is available. 

The book starts off in thoroughly up-to-date 
vein, with a discussion of the metabolic effects 
of injury, antibiotics, and thermal and radiation 
injuries. These chapters are all excellently done, 
and the last profusely illustrated with unusual 
and interesting photographs of atom bomb 
victims from Hiroshima. A number of chapters 
deal with hemorrhage, transfusions, electrolytes 
and plasma proteins. That on plasma proteins by 
Dr. Howard Armstrong is a mine of information 
and explains in a simple way the latest advances 
in protein biochemistry elucidated by the agency 
of electrophoresis. The chapter on pain intro- 
duces the new ‘transactional concept’ and 
vertical organization of the central nervous 
system as it relates to transmission and percep- 
tion. The physiology of congenital and acquired 
heart disease is clearly and fully described, but 
in the chapter on arterial vascular disorders, 
which is otherwise excellent, it is disappointing 
that Skoog’s work on the paraspinal ganglia is 
not mentioned, nor is there any indication of 
these ganglia in the diagram showing the 
schematic disposition of the sympathetic nervous 
system. When it is considered that it is these 
pathways which may well be responsible for the 
gradual return of sympathetic function after 
nearly all sympathectomies, this omission is a 
serious one. The remainder of the book is 
devoted to regional physiology, and one of the 
most interesting chapters is that on the physi- 
ology of the liver. Here the elaboration of bile 
pigment from hemoglobin is described in great 
detail and is related to the formation of gall- 
stones. The physiology of the breast is left in 
the capable hands of Drs. Trimble and Lewison 


and epitomizes much of the information con- 
tained in the latter’s book on the breast. 

In a short review it has been possible to pick 
out only a few chapters for special mention, but 
all contain a wealth of information and, in under 
a thousand finely printed pages, the editors have 
amassed a physiological symposium of funda- 
mental value. 


Surgery. By W. G. Kerr, M.B., F.R.C.S.ED. 
London: Oxford University Press, 1957. 
Pp. viii and 410. Price 253. 

THE most colourful surgeon in the East Africa 
Force, the small army that under Alan Cunning- 
ham won the most brilliant and bloodless 
victory in the history of warfare, was Bill 
Connell of Tanganyika, who wrote a ‘Surgical 
Handbook for Hospital Assistants in the 
Tropics’. The present book, similar in scope, 
has been written by his successor, Mr. W. G. 
Kerr. This is an excellent book. It sets out the 
basic facts of surgical pathology and the prin- 
ciples of treatment clearly and simply, indeed 
in an ideal manner for one who is approaching 
surgery with less ambitious aims than a medical 
qualification. It is intended for medical auxiliaries 
in Africa, but, apart from some references to 
tropical conditions, the greater part is concerned 
with general principles. For those who wish to 
study general principles it would be difficult to 
find a better introduction to surgery. 

Kerr’s ‘Surgery’ would make an admirable text- 
book for nurses, or for a medical student in his 
preclinical years. It would give him a general 
and thoroughly sound survey of a subject that he 
will be studying in detail later. 


The Development and Disorders of Speech 
in Childhood. By Murter E. Morty, B.sc., 
F.c.s.T. London: E. & S. Livingstone 
Ltd., 1957. Pp. xvii and 440. Figures go. 
Price 45s. 
Tuis book will be welcomed by all who are 
concerned with the often confusing speech 
problems of childhood. After listing the require- 
ments for developing normal speech, the author 
wisely comments: “The surprising fact is not 
that a few have disorders of speech, but rather 
that the vast majority develop the normal use of 
speech’. Throughout the book, speech is con- 
sidered as an aspect of normal development, an 
evolution rather than an acquisition, and it is 
therefore disappointing that emotional factors 
receive rather less than their due. Miss Morley 
writes always as a member of a team, relying on 
medical and technical diagnostic procedures, 
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and perhaps she has been-less well served than 
she deserves by her psychiatric colleagues. 
The book is divided into sections dealing very 
comprehensively with different disorders, follow- 
ing on an introduction based on a study of the 
speech development of the children of the now 
famous ‘1000 families’ in Newcastle upon Tyne. 


Recent Outbreaks of Infectious Diseases. By 
S. Lerr, M.D., pD.P.H. London: H. K. 
Lewis & Co. Ltd., 1957. Pp. xii and 408. 
Price 355. 

IT is a constant difficulty for the medical man 

to keep abreast of new knowledge and especially 

to ensure that he possesses a modern concept of 
disease processes which he may encounter only 

occasionally. In this book the author presents a 

picture of the epidemiology of certain selected 

infectious diseases based upon a description of 
recent outbreaks. He is not content, however, 
merely to summarize the medical literature on 
these outbreaks, which he does very fully and 
with a care which betokens a detailed study of 
the reports of the outbreaks described, but he 
comments on the lessons to be learned from 
these outbreaks. The account of smallpox, with 
which the book begins, is not only an excellent 
survey of recent outbreaks but also a helpful 
review of the important epidemiological features 
of this disease with due emphasis upon the 
important aspects of prevention and the diffi- 
culties encountered. In fact, the pages on small- 
pox alone make this book essential reading for 
medical officers of health and other workers in 
the field of public health and general medicine. 

The accounts of poliomyelitis and enteric fever 

are also well produced, whilst the descriptions 

of Q fever, psittacosis and Bornholm disease are 
an interesting summary of these somewhat rarer 
infective conditions. The accounts of lead 
poisoning and atmospheric pollution, whilst 
hardly coming within the orbit of infectious 
diseases, give a factual and readable description 
of recent important public-health episodes. 

This is a book which can be strongly recom- 
mended, not only to the public-health services, 
but also as a scholarly and readable book for 
anyone interested in preventive and_ social 
medicine. 


A Manual of Human Anatomy (in five 
volumes). By J. T. AITKEN et al. Edin- 
burgh: E. & S. Livingstone Ltd., 1957. 
Vol. IIl: Abdomen and Pelvis, price 
12s. 6d.; Vol. V: Central Nervous System, 
price 12s. 6d. , 

THESE two volumes complete this work, the first 

parts of which were reviewed in our issue of 

February 1957. These books are practical dis- 
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secting manuals, and they have been produced 
for use under the exacting conditions of the 
dissecting room. The covers are tough and 
waterproof, the print is clear enough to be read 
at a distance of three feet, and the pages lie flat 
and stay open. The authors have departed from 
tradition in that in their descriptions they seek 
to link function with structure. They have 
arranged their own plan for dissecting each part, 
so that the manuals are unlikely to be adopted 
at first in schools where the course is laid down 
to follow the instructions of some of the older 
dissecting manuals. The methods described are 
so simple and logical that they should certainly 
be given a trial. 


Pulmonary Complications cf Abdominal 
Surgery. By ANTHONY R. ANSCOMBE, 
M.S., F.R.C.S. London: Lloyd-Luke 
(Medical Books) Ltd., 1957. Pp. x and 
121. Figures 36. Price 2os. 

Tue chief interest of this small book lies in the 
description of the methods and results of in- 
vestigation of pulmonary function by means of 
an improved spirometer. The main part reports 
the detailed investigations carried out by the 
author on a group of surgical patients and his 
findings will be read with much interest by all 
abdominal surgeons. The steep Trendelenburg 
tilt is described as having less effect than had 
been expected on the vital capacity of healthy 
student volunteers. In view of the severe sub- 
jective symptoms suffered by these students, as 
well as the known evil effects of this position, it 
is a pity that the Trendelenburg tilt was not 
strongly condemned. The section on pulmonary 
embolism and infarction is the weakest part of 
the book: the account of the etiology of this 
condition is inadequate and misleading, whilst 
the description of the clinical picture and treat- 
ment is altogether too sketchy. Despite these 
criticisms this work is worthy of study by sur- 
geons and anesthetists though it may be hoped 
that a more balanced account can be achieved 
in any future edition. 


The Principles and Practice of Diathermy. 
By Bryan QO. SCOTT, M.R.C.S., L.R.C.P., 
D.Puys.Mev. London: William Heine- 
mann Medical Books Ltd., 1957. Pp. vii 
and 193. Figures 146. Price 25s. 

SHORT-WAVE diathermy is not easy to apply 

correctly and safely unless the physiotherapist 

has a sound knowledge of the physical prin- 
ciples involved in heating body tissues in a high- 
frequency electrostatic field. A clear and concise 
account, intended for physiotherapy teachers 
and students, and physical medicine specialists 
will be found in this book. Chapters on basi: 
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physics, on condenser and inductothermy tech- 
nique, on the dangers involved and precautions 
to be taken in applying treatment, give in simple 
language all a physiotherapist need know. There 
is a valuable chapter on regional application, in 
which appropriate techniques are illustrated. 
Our only adverse criticism is that in considering 
‘indications’, the author has been content with 
the tautology ‘when the application of deep 
heat will assist . . . then short-wave therapy is 
indicated’. Some assessment of the response in 
various disorders would have been helpful. 

The book is well produced and illustrated; 
it should become a standard textbook. 


De Motu Cordis. By Witiiam Harvey. 
Translated by KENNETH J. FRANKLIN. 
Oxford: Blackwell Scientific Publica- 
tions, 1957. Pp. xii and 209. Price 17s. 6d. 

A TRANSLATOR has a twofold duty: he must be 
true to his text and attractive to his readers. 
This new edition of ‘De Motu Cordis’ fulfils 
both these requirements. The translation can be 
compared with the original Latin text which 
follows in the second part of the book. It must 
be left to scholars to appraise its scholastic value 
but it requires no great latinity to appreciate 
the improvement on the previous English trans- 
lation. With the opening invocation ‘Most 
Serene King!’ one feels at once the thrill of a 
gracious style that carries on to the end. 
Professor Franklin has not only given us a better 
translation, but his lucid and felicitous rendering 
of the author’s language with its occasional 
expletive outbursts has a dynamic quality that 
conveys admirably a sense of the personality and 
moods of William Harvey himself. 


Guide to Medical Writing. By Henry A. 
DAVIDSON, M.D. New York: The Ronald 


Press Co., 1957. Pp. vii and 338. 
Illustrated. Price $5. 

The Physician-Writer’s Book. By RicHARD 
M. Hewitt, A.M., M.D. Philadelphia and 
London: W. B. Saunders Co. Ltd., 1957. 
Pp. xxiii and 415. Illustrated. Price 63s. 

THESE two books are admirably described by 

their respective subtitles. That of Dr. David- 

son’s, who is editor of the Journal of the Medical 

Society of New Jersey, is ‘a practical manual for 

physicians, dentists, nurses, pharmacists’. And 

practical manual it is. All the essential details are 

discussed. Even the question of eponyms, and a 

list of the more commonly used ones, with their 

equivalents, are included. With this book by his 
side the potential author will find the task of 
putting pen to paper considerably facilitated. 
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The subtitle of Dr. Hewitt’s book—‘tricks of 
the trade of writing’—equally well describes the 
scope and style of the book. Again the advice is 
sound—as one would expect from the associate 
professor of medical literature at the Mayo 
Clinic—although the style is that curious mix- 
ture of pedantry and whimsicality that appar- 
ently appeals to some American readers, but 
tends to irritate the reader on this side of the 
Atlantic. For those who look upon writing as 
‘a trade’, and want to know how to write to rule, 
the book can be recommended. It is curious 
that one who writes with such authority on this 
particular ‘trade’ should allow his words to be 
recorded in such poor typography. 


The Mind of the Murderer. By W. LINDESAY 
NEUSTATTER, M.D., M.R.C.P. London: 
Christopher Johnson Publishers Ltd., 
1957- Pp. viii and 232. Price 25s. 

Tuts book, which attempts to analyse the mental 
processes of a dozen and a half well-known 
murderers, some of whom were personally and 
professionally known to the author, is most 
agreeable reading. Lord Pakenham starts his 
‘Foreword’ thus: ‘Dr. Neustatter deals in the 
pages that follow with an exceptionally painful 
subject. The mind of the murderer will always 
possess a morbid fascination for even the sanest 
and soundest’. Nonsense, the subject is not 
painful and not morbid. We love to hear about 
horrors for the same reason as children love 
them, because we have a natural instinct to profit 
from vicarious experience. It is particularly 
pleasing if we are quite safe in bed or an arm- 
chair. If a nice little man asked the reviewer 
to look over his factory after hours, he would 
smell sulphuric acid, think of Mr. Haigh and 
become suspicious. This instinct for horrors 
must have saved millions of lives and we are the 
descendants of those saved lives; that is to say 
it has survival value. 

The psychological analysis, showing why 
these men became murderers, is facile and un- 
convincing: Christie and Haigh had strict 
upbringings, ‘Discipline with a big D’ the author 
calls it, and reacted from this into murder; 
others had no discipline at all, so what can you 
expect! Psychology, as usual, lacks controls; 
there is no norm or it is not yet known. The 
author makes the point that the more savage 
the murder, the more likely is the insanity of the 
murderer, and yet the more insistent is the 
public demand for his execution. He does not 
give the other side of the argument: the satis- 
faction of millions of people that a particularly 
vile crime has been punished by the worst 
punishment that civilized man can inflict, and 
their increased confidence in the law. 
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The book provides good juicy reading, rather 
more satisfying than those provided by amateur 
sleuths because it has the condiment of expert 
knowledge, and will stimulate the reader’s self- 
protecting instincts in a pleasantly exciting way. 

NEW EDITIONS 

A Therapeutic Index, by C. M. Miller, M.p., 
M.R.C.P., and B. K. Ellenbogen, M.D., M.R.C.P. 
(Bailliére, Tindall & Cox, 12s. 6d.), has pro- 
ceeded to a second edition only two years after 
the first publication, thus confirming its value 
and popularity. It presents an excellent sum- 
mary of the essentials of modern therapeutics, 
as well as useful data and charts of chemo- 
therapy and antibiotic dosage, diets and infec- 
tions. The authors have revised the sections 
dealing with certain endocrine disorders (Addi- 
sonian crisis, hypoglycemia and pituitary 
necrosis), liver disorders and aspirin and bar- 
biturate poisoning. Besides being an essential 
need for medical students and resident medical 
officers, this book will continue to prove a 
valuable guide to general practitioners. 


The Premature Baby, by V. Mary Crosse, M.D., 
D.P.H., M.M.S.A., D.OBST.R.C.O.G., fourth edition 
(J. & A. Churchill Ltd., 20s.)—Dr. Mary Crosse 
is keeping her rightly popular book up to date 
and the latest edition incorporates some new 
work (the dangers of vitamin K, for example) 
as well as statistics which have been revised to 
give recent figures. It remains essentially prac- 
tical, and the midwife or doctor who had never 
seen a premature baby before should manage 
very well if armed with this book. The gentian 
violet solution advocated for thrush (p. 124) is 
twice as strong as the solubility of this substance 
in water permits and should not be used for 
more than a few applications or secondary 
infections will almost certainly occur. Careful 
probing has not revealed any other obvious faults. 


Extensile Exposure, by Arnold K. Henry, M.B., 
B.CH., F.R.C.S.1., (E. & S. Livingstone Ltd., 453.), 
is the second edition under a slightly different 
title of a work which, published in 1945, has be- 
come a minor classic. But whereas the first edition 
was limited to the limbs, though these were ex- 
tended to include the root of the neck, the present 
edition includes also incisions higher in the neck 
and in the thorax and abdomen. Some of 
the classical simplicity of the original has 
been overlaid by a baroque-like exuberance 
both of structure and language, a danger 
the beginnings of which could be clearly 
seen in the first edition. Of the new material, 
the most useful is the exposure of the upper 
thoracic sympathetic chain by an anterior trans- 
thoracic approach after removal of the 2nd 
costal cartilage and rib; and the most important 
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omission the failure to take into account cosmetic 
considerations in operations on the neck. It will 
be interesting to see whether this enlarged 
edition proves as popular as its slimmer 
‘decrassified’ (to borrow one of the many flam- 
boyant expressions of the author) elder sister. 


Handbook of Pediatric Medical Emergencies, 
edited by Adolph C. DeSanctis and C., Varga, 
in its second edition (Henry Kimpton, 46s.) is 
the work of a number of contributors, and 
presents the practical management of acute 
medical situations according to the methods in 
use at the Bellevue Hospital. The text has been 
largely rewritten and four new chapters added. 
The emergencies are grouped under broad 
headings such as, cardiovascular, metabolic and 
poisoning, and before treatment is described a 
brief clinical account is given. As is to be 
expected in a work of this nature, which is 
intended to be a vade mecum for pediatric 
residents, the procedures advised are dogmatic 
and arranged in numbered steps. The dis- 
advantage to the British reader is the use of 
certain American commercial products but, in 
tables in the text, the contents of such prepara- 
tions are given and there is a good appendix 
giving a list of normal physical and chemical 
values with the situations in which these are 
altered. There is a useful illustrated description 
of the technical procedures necessary in small 
children, and a full account of the management 
of accidental poisoning. This should prove a use- 
ful addition to the pediatric ward bookshelf. 


Differentialdiagnose innerer Krankheiten, by 
Prof. Dr. R. Hegglin, in its fifth edition (Georg 
Thieme, DM 79.50), is a well-written work by the 
Privat dozent in medicine at Zurich University, 
and as such represents the Swiss school. In the 
introductory chapter, the author does not pull 
his punches and has some pungent and out- 
spoken words to say about those guilty of careless 
examination, the ‘collector’ of rare diagnoses, 
and others who cannot or will not see the wood 
for the trees. Faults that are also not unknown 
here! The book as a whole bears favourable 
comparison with such English counterparts as 
French’s Index, Chamberlain’s Symptoms and 
Signs, and ‘Hutchison and Hunter’. The advice 
given is sound and to the point. There are some 
good classifications, notably that on the pneu- 
monias on p. 363. The production is that which 
we have come to expect of Georg Thieme, but 
the cost must put it beyond the reach of most. 





The contents of the September issue, which will contain 
a symposium on Diseases of the Breast will be found on 
page Aoz2 at the end of the advertisement section. 





Notes and Preparations see page 223. 
Fifty Years Ago see page 227. 
Motoring Notes see page A67. 

otes see page A73. 
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The administration of these two drugs in a preformed mixture 
is an attractive idea which offers the freer use of this analgesic 


without incurring undue respiratory depression. 
Anaesthesia, 1957, 12, 174. 
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HYPERTENSION IN GENERAL PRACTICE 


ai* 
Serpasil 
(reserpine) 
THE BASIC TREATMENT. PARTICULARLY EFFECTIVE 


IN MILD OR MODERATE CASES 





Adelphane* 
Serpasil + Nepresol* ( 1,4-dihydra zinophthala zine ) 
FOR THOSE CASES SHOWING INADEQUATE RESPONSE 
TO SERPASIL ALONE 


Serpatonil* 


Serpasil + Ritalin* (phenyl-( a-piperidyl)-acetic acid methyl ester hydrochloride) 


INDICATED WHERE DROWSINESS OCCURS DURING 


RAUWOLFIA THERAPY 


The CIBA antihypertensive range also includes 
Ecolid*(4,5,6,7 tetrachloro-2-(trimethylaminoethyl)-N-methyl-isoindoline 
dichloride). Apresoline*{1-hydrazinophthalazine 
hydrallazine)), and Rogitine*2-( N-p-tolyl- N-(m-hydroxyphenyl)- 


aminomethy])-imidazoline, 


Detailed information on any of these products is available on request. 


Cc Ia 


* Registered trade marks. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. 


Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham 
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NOTES AND PREPARATIONS . 


NEW PREPARATIONS 

‘HistryL SPANSULES’ each contain 5 mg. of 
diphenylpyraline ‘which is a new, long-acting 
antihistamine’. There are said to be ‘virtually no 
side-effects’, and administration is confined to a 
single dose night and morning. The preparation 
is also available in a strength of 2.5 mg. for 
young children. Both strengths are issued in 
containers of 30. (Smith Kline & French 
Laboratories Ltd., Coldharbour Lane, London, 
S.E.5.) 


‘PETHILORFAN’ is a combination of pethidine 
and levallorphan which ‘may be used for anv 
of the conditions for which pethidine is used’, 
but has ‘a special significance’ in midwifery. 
Preliminary trials have shown that even when 
used in large dosage as an analgesic for patients 
in labour ‘the effect on the fcetal respiratory 
centre is minimal’, Available in 2-ml. ampoules, 
containing 100 mg. of pethidine and 1.25 mg. 
of levallorphan, in boxes of six. (Roche Pro- 
ducts Ltd., 15 Manchester Square, London, 
W.1.) 


PHARMACEUTICAL NOTES 
BurrouGHs Weiicome & Co. announce the 
introduction of ‘antepar’ tablets, each containing 


piperazine phosphate equivalent to 500 mg. of 
piperazine B.P.C. Available in ‘strip-packs’ of 20 
and bottles of 250. (183-193 Euston Road, 
London, N.W.1.) 


Tue Distitters Co. (BrocHEemicats) Ltp. 
announce that ‘distaquaine’ V, their preparation 
of phenoxymethylpenicillin (penicillin V), is 
now available in three strengths of tablet: 
60 mg., 120 mg., and 240 mg. (Broadway 
House, The Broadway, Wimbledon, London, 
S.W.19.) 


NEW APPARATUS 

Cuxson Gerrard & Co. Lrp. announce the 
introduction of the ‘ampin’ cyanide poisoning 
emergency kit, for use ‘in all places where 
cyanides are freely used or in hospitals’. The 
‘ampin’ technique ‘enables treatment to be 
given considerably quicker than with any other 
equipment’. The kit is housed in ‘a quickly 
opened perspex-fronted, oak case with a handle 
for easy carrying’. (Fountain Lane, Oldbury, 
Birmingham.) 


Smith & NEPHEW Lrtp. announce the intro- 
duction of two first-aid cases conforming with 
the Agriculture (First Aid) Regulations 1957. 
The containers are of tinplate, and the large 
size (gj in. x 6} in. x 1] in.) is suitable for a 


farm with 4 to 10 employees and the small size 
(8% in. x 54 in. x 1} in.) for one with 1 to 3 
employees. Each item in the container is indi- 
vidually wrapped in transparent paper. (Bes- 
semer Road, Welwyn Garden City, Herts.) 


FORTHCOMING CONFERENCE 

Tue Third International Congress of Allergology 
will be held in Paris, at the New Medical School, 
from October 19 to 26, 1958, under the presi- 
dency of Professor S. M. Feinberg. The 
Honorary President will be Professor Pasteur 
Vallery-Radot. Full details may be obtained 
from the Secretary, Dr. B. N. Halpern, 197 
Boulevard St. Germain, Paris 7¢, France. 


TRAVELLING FELLOWSHIPS 
FIFTEEN travelling fellowships to the value of 
£200 each are to be awarded annually by 
Messrs. Upjohn of England Ltd. to members 
of the College of General Practitioners (Eng- 
land, 10; Scotland, 3; Wales, 1; Northern 
Ireland, 1) for not less than two weeks’ post- 
graduate study at their old teaching hospitals or 
at any other hospitals, clinics or health centres 
of their choice in the British Isles. Applications 
for the 1957 fellowships, with a brief account 
of the postgraduate work to be undertaken, 
should be sent to the Chairman of the Post- 
graduate Committee of Council, College of 
General Practitioners, 54 Sloane Street, London, 
S.W.1, before September 1, 1957. The names 
of successful applicants will be announced at 
the Annual General Meeting of the College on 
November 16, 1957. 


THE MEDICAL DIRECTORY 1958 
Tue Editor of The Medical Directory writes: 
“The annual schedule, upon the return of which 
the accuracy of The Medical Directory depends, 
has recently been posted to all traceable mem- 
bers of the medical profession. The speedy 
return of the schedule would be appreciated. 
Should it have been mislaid, I will gladly for- 
ward a duplicate upon request. The full name 
and year of qualification of the doctor should be 
sent for identification’. Communications should 
be addressed to: The Editor, The Medical 
Directory, 104 Gloucester Place, London, W.1. 


KING EDWARD’S HOSPITAL FUND 
Ir was reported at the 6oth annual meeting of 
the King Edward’s Hospital Fund for London 
that a further £25,000 was being allocated for 
grants to mental and mental deficiency hos- 
pitals serving the Metropolitan area. Other 
grants include £10,000 to the British Student 
Tuberculosis Foundation towards the cost of 








setting up a sanatorium at Mottingham Hall in 
the grounds of Grove Park Hospital, for tuber- 
culous university students; {£20,500 to the 
Royal Marsden Hospital to finance new work 
in measuring the amount of radioactive sub- 
stances taken in by human beings; and £3000 
to the radiotherapy department of St. Thomas’s 
Hospital. At a cost of £38,000 a new home for 
aged sick patients is being built in the grounds 
of St. Benedict’s Hospital, Tooting. This is the 
eleventh in the series of homes given by the 
Fund. During the year, the income of the Fund 
from legacies was £100,000. 


BRITISH EMPIRE CANCER CAMPAIGN 
THE 34th annual report of the British Empire 
Cancer Campaign, for 1956, is one of con- 
tinuing progress in the search for the elusive 
cause of cancer. Cancer research it is pointed 
out, is ‘still—necessarily—in a phase of expan- 
sion. It is still necessary for us to explore every 
possible avenue of attack, and this will continue 
until the growth of our knowledge justifies a 
more selective approach, or until the situation 
is revolutionized by a key discoverv’. No such 
‘key discovery’ is yet in sight, but it is clear 
from this fully documented report that few, if 
any, ‘possible avenues of attack’ are being 
ignored. One of the attributes of the British 
Empire Cancer Campaign is its eclectic ap- 
proach to research. Whilst priority is rightly 
given to fundamental research, many ad hoc 
investigations are supported. One of the inter- 
esting features of this year’s report is the 
evidence it provides of the increasing use of 
radioactive isotopes in diagnosis and treatment. 


QUADRUPLE VACCINE 

A QUADRUPLE vaccine, giving protection against 
poliomyelitis, diphtheria, whooping-cough and 
tetanus has been produced by the Connaught 
Research Laboratories, Toronto, and is now 
undergoing further tests. Making this announce- 
ment at the recent annual meeting of the 
Canadian Medical Association, Dr. R. D. Defries, 
director-emeritus of the Laboratories, said that 
the technical difficulties in producing the new 
vaccine had been largely solved. 


BIRTHS, MARRIAGES AND DEATHS 
In the March quarter of 1957 the births 
registered exceeded the deaths by 49,055, the 
highest natural increase for any March quartet 
since 1948 and nearly five times the average for 
the corresponding quarters of the years 1949-56. 
The number of marriages registered was 
109,563, the highest figure for a March quarter 
since 1951. The death rates per million popu- 
lation from tuberculosis (all forms), pneumonia 
and influenza in the period were 123, 612 and 36, 
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respectivelv. In the corresponding quarter of 
1956 the rates were 170, 959 and 189. Out of 
38,317 deaths registered in 1956 in London 
Administrative County, 5,554 were due to 
coronary and arteriosclerotic heart disease, 480 
to suicide, 317 to motor vehicle accidents, 11 to 
abortion and 6 to acute poliomyelitis. 


THE TOLL OF HEART DISEASE 
IN 1956, diseases of the heart, arteries and 
kidneys accounted for 57% of the £153.5 
million insurance claims paid out by the Metro- 
politan Life Company of New York. Cancer 
ranked neyt and accounted for 20% of the 
claims. 


GENERAL PRACTICE IN NORTHERN 
IRELAND 
‘A DOCTOR may not now, without the consent 
of the Board, alter his area of practice or his 
place or places of attendance or his surgerv 
hours’, according to the 9th annual report of 
the Northern Ireland General Health Services 
Board. During this year, six cases of excessive 
prescribing were dealt with. The aggregate 
amount of excessive prescribing was £1,860. 
A total of £432 was recovered from these 
doctors—in sums ranging from {12 to £125. 
Seven refresher courses for general practitioners 
were held during the year, attended by 113 out 
of the 745 doctors on the Board’s medical list. 


INDIAN GOLDEN JUBILEE 

To mark the jubilee of its opening in April 25, 
1907, the board of the Pasteur Institute of 
Southern India, Coonoor, has published a 
souvenir historv of the Institute. It was in 1903 
that Lord Curzon, then Vicerov and Governor- 
General of India, placed at the disposal of the 
Government of Madras the sum of one lakh of 
rupees for the founding of the Institute. This 
grant was , art of a large sum of monev which 
had been donated by Mr. Henry Phipps, an 
American millionaire, for the promotion and 
benefit of medical institutions in India. On the 
occasion of its golden jubilee the Institute has 
adopted as its motto: “To strive, to seek, to 
find, and not to yield’. 


SMOKING IN RUSSIA 

By a State campaign against smoking Russia 
‘is breeding a new race of healthy, cultured men 
within a socialist society’, according to a doctor 
broadcasting over Moscow radio recently. 
‘Smoking’, he said, ‘is one of those harmful and 
absurd survivals of the past. Everyone can stop 
smoking. It can be done as soon as one decides 
to do so—all that is needed is will-power’. 


SURGERY AT SEA 
Tuar versatility is still called for on the part 
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POWDER 
3 oz. tin. 

Hospital size 
1 Jb. tin. 

PRESCRIPTION PACK 
Ointment 1 oz. jar. 
Hospital size 11 oz. jar. 


PHENYLMERCURIC NITRATE— the active 
ingredient in Aero-Ped—has proved highly 
effective in the treatment of tinea pedis 

and other fungus infections. 

Rapid therapeutic response is assured by 
its powerful bactericidal and fungicidal 
properties which are combined with low 
tissue toxicity. Bacterial decomposition 

of perspiration is inhibited and itching 

and irritation allayed. 


FUNGUS INFECTIONS 


3 P.M.N. 


. it has served to procure the maximum 
number of clinical cures in the minimal 
space of time. A very widespread outbreak of 
edpidermophytosis in the Durham coalfields was 
speedily controlled and absenteeism on 
account of incapacitating and painful foot 
rashes was reduced to infinitesimal numbers,” 

(Brit. Med. J. (1948) ii, 620) 


for fungus infection 

AERO-PED OINTMENT 

Active constituent 0.05% (w/w) phenylmercuric 
nitrate in a water-miscible emulsion base. 


against re-infection 
AERO-PED POWDER 
Containing 0.1% (w/w) phenylmercuric nitrate. 


Prescribable on E.C.10 (exempt from Purchase Tax) 


AERO-PED LIMITED, 35 BESSBOROUGH PLACE 
LONDON $.W.1 - Telephone Victoria 0576/8 
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DI-PARALENE offers longer Allergy Relief 


Allergy patients like the convenience, effectiveness and 











economy of this longer-acting antihistamine. Published reports 





show that DI-PARALENE—with a piperazine base—in many 
cases provides up to 24 hours of relief with a single dose. 
The initial adult dose is 50 mg. 3 times daily and in most cases 


this can soon be reduced to one or two doses daily. 








Remember DI-PARALENE for prolonged relief with few 
side-effects. 50 mg. Filmtabs are available in bottles of 25, 100 and 
500. Why not try DI-PARALENE on your difficult cases ? 


Filmtab* D | s PARA L EN E (CHLORCYCLIZINE HYDROCHLORIDE, ABBOT?) | 


REGO. 
# Abbott Regd. Trade Mark for Alm-sealed tablets 
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NOTES AND 


of the ship’s surgeon was admirably exemplified 
when the surgeon on the ‘Strathaird’ had to carry 
out an emergency appendectomy during a rough 
trip from Cape Town to Adelaide. To prevent 
himself sliding away from the operating table 
he put sticking plaster on his shoes. 


CAFFEINE FROM WASTE TEA LEAVES 
‘lo meet the demand for caffeine in India, 
which is now in the region of 30,000 Ib. (13,600 
kg.) a year, it is proposed to make use of the 
thousands of pounds (by weight) of waste tea 
leaves which are destroyed every year. A pro- 
cess has been developed, it is claimed, that will 
enable caffeine to be manufactured from these 
waste leaves at a lower cost than that of imported 
caffeine. 


GIN AND TONIC 

A SEVERE case of generalized dermatitis following 
the drinking of gin and tonic is reported by 
F. G. Novy, Jr., and G. R. Lamb (7. Amer. Med. 
Ass., 1957, 164, 92). The patient, a 36-year-old 
man, was known to be sensitive to quinine. At 
a cocktail party, where gin and tonic was the 
only drink, he had six drinks during a space of 
about three hours. Two hours later he noticed 
a burning sensation on the skin, and twenty-four 
hours later he had a generalized dermatitis. 
Subsequent patch-testing confirmed his sensi- 
tivity to quinine. It is estimated that he had 
drunk about 24 ounces (680 ml.) of quinine 
water, containing about 45 mg. of quinine. 


TOOTHPASTE 

Tue total value of sales of toothpaste on the 
home market, including purchase tax of 30%, 
is now running around {12 million a year, 
according to the Financial Times. This’ means 
that on a per capita basis and spread over the 
whole population, only about two tubes are 
used in the course of a year. On the other hand, 
it is estimated that one-quarter to one-third of 
the population is edentulous. 


‘EXAMINATION TENSION’ IN PARIS 
ACCORDING to Paris newspaper reports, eight out 
of ten Paris students take stimulant pills while 
working for their examinations. Apart from these 
freely sold stimulant drugs, the police estimate 
that a thousand students are buying illegal 
drugs as well. During the examination period, 
the sale of drugs and stimulants in pharmacies 
in the Latin quarter increases five-fold. It is 
reported that, as a result of ‘examination 
tension’, more than one case in ten at the 
University Clinic is of a psychiatric nature. 


THE PRICE OF BLOOD 
Tue California State Senate has approved a 
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measure which would give prisoners five days 
off their prison sentences for a pint of blood. 
The measure applies only to those whose sen- 
tences exceed go days’ imprisonment. No more 
than one donation will be permitted every 
go days. 


NONAGENARIAN MIDWIFE 

Tue retirement of an African midwife at the 
age of go is noted in a recent World Health 
Organization report. One of the first African 
midwives to be trained in modern methods, she 
began her midwifery training when most other 
people are thinking of retiring—at the age of 65 
—and ‘after a career which involved much 
travelling on foot in all weathers, is now taking 
her well-earned rest (in so far as her 20-odd 
grandchildren permit)’. Since she became a 
midwife in 1936 she has assisted at 7,500 
confinements. 


PUBLICATIONS 
Foot Troubles, by T. T. Stamm, F.R.c.s.—Mr. 
Stamm has tackled a difficult problem well. 
He has briefly presented the anatomy, physio- 
logy and pathology of the foot so that it can be 
easily understood by the lay reader. The book 
is packed with common sense and in it will be 
found the answers to many useful questions, 
e.g.: Is ballet training good for children? What 
is the correct type of shoe for the young ehild? 
What exercises should be performed? There is 
also much other information which will be 
helpful to doctors and all medical auxiliaries— 
even shoemakers. The chapter on footwear is 
particularly valuable and deserves publicity at 
a time when so many unsuitable women’s shoes 
are on sale in the shops, but reason is unable to 
dictate to fashion and it is doubtful whether 
the advice will be heeded. If every parent were 
presented with a copy of this book to read, the 
number of children attending clinics with foot 
complaints might be considerably reduced. 
(Gerald Duckworth & Co. Ltd., price 8s. 6d.) 


Magnetic Removal of Foreign Bodies, by Mur- 
dock Equen, M.D., F.R.c.s.—Dr. Equen is the 
first magnetic surgeon in history, or at any rate 
the first man to write a book on magnetology. 
He pushes little magnets on flexible sounds 
down the food and air passages, or lets them 
down on bits of string, and pulls them up again 
with pins, tacks and ‘kirbigrips’ attached to 
them. He tells why and how, and illustrates his 
hobby with excellent skiagrams. He advises 
every bride to test small objects in her house- 
hold with a magnet, so that junior, when he 
arrives, shall suffer no permanent ill-effects 
from his omni-voracity. Ex America semper 
aliquid novi. (Charles C Thomas and Blackwell 
Scientific Publications, price 34s.) 








Annual Review of Medicine, Vol. 8, edited by 
David A. Rytand, M.D., covers most of the 
important advances in medicine. Three of the 
contributions in this volume are from this side 
of the Atlantic: ‘diseases of the cardiovascular 
system’ by C. G. Parsons; ‘pneumoconiosis, 
silicosis, and the physics and chemistry of dust’ 
by C. N. Davis; and ‘experimental retrolental 
fibroplasia’ by N. Ashton. (Annual Reviews 
Inc., price 7.00.) 


Leukaemia and Aplastic Anemia in Patients 
Irradiated for Ankylosing Spondylitis (Medical 
Research Council Special Report Series No 
295), by W. M. Court-Brown and R. Doll, is 
an analysis of the case records of 13,352 patients 
presumed to have ankylosing spondylitis, and 
given x-ray treatment for this condition. In 28 
patients death was due to leukemia, whilst in 
12 it was due to aplastic anemia. The expected 
number of deaths from these two causes would 
have been 2.9 for leukzmia and 0.3 for aplastic 
anemia. This increase in mortality is statistically 
significant. ‘The implications of these disturbing 
findings are fully discussed. (H.M. Stationery 
Office, price 1os. 6d.) 


Prevention of Rheumatic Fever, WHO Tech- 
nical Report Series No. 126, is the second 
report of the expert committee on rheumatic 
diseases. The problem is thoroughly reviewed 
and recommendations are made for the future 
development of national and local rheumatic 
fever prevention programmes. (H.M. Stationery 
Office, price 1s. 9d.) 


The Moon is Full, by Aileen Adair, describes, 
in vivid anecdotal colloquial style, the author’s 
experiences on the medical staffs of various 
mental hospitals, and it includes a sketchy 
account of psychopathology, social psychiatry 
and modern psychiatric treatments. The text is 
by no means free from inaccuracies, and mis- 
spellings or misprints. Nevertheless, this is a 
readable book which will revive memories for 
those who have known the worst as well as the 
best of our mental hospitals. But it is not an 
entirely suitable account for those who are not 
in a position to judge for themselves, and one 
doubts whether it is likely to go very far towards 
the author’s avowed aim, which is ‘to correct 
the more popular misconceptions about psychi- 
atry and psychiatrists’. (Allan Wingate, price 
14s. 6d.) 


Marriage and the Unconscious, by Edward F. 
Griffith, M.R.C.S., L.R.c.P.—This unfortunately 
entitled book is clearly written. No attempt can 
be made to summarize it. Chapter XI, ‘Pre- 
paration for Marriage’, will appeal most. Every 
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effort that is constructively made to ensure that 
as early as reasonable children should appreciate 
the normality of the bonds, physical and 
spiritual, that weld their parents or other adults 
into harmony should be welcomed. The diffi- 
culties of ignorance and fear and uncertainty 
that prevent this are very great. The general 
practitioner’s chance to help in the slow process 
of change is fundamental. Dr. Griffith’s book 
will assist. Even more important is some 
attempt by the pediatric, gynecological, psycho- 
logical, and genito-urinary teachers in the 
medical schools. (Secker & Warburg Ltd., 
price 21s.) 


The Alcoholic and the Family sets out to show 
that ‘by a true understanding of his problem and 
his position, the family of an alceholic may do 
much to help him when he wishes to recover’. 
(Church of England Temperance Society, 
price 6d.) 


OFFICIAL PUBLICATIONS 

The Report of the Medical Research Council for 
the year 1955-56 follows the pattern of previous 
years, the greater part of the report being 
devoted to reviews of general trends in medical 
research. The subjects covered this year include 
cancer of the lung, poliomyelitis vaccination, 
prevention of whooping-cough by vaccination, 
filariasis, protein deficiency in man, microbial 
genetics, radiation and leukemia, and chemical 
aspects of antibiotics. In addition, details are 
given of the 37 research units, 17 research 
groups, the antibiotics research station, the 
laboratory animals bureau, and the laboratories 
in Gambia run by the Council. (H.M. Sta- 
tionery Office, price 9s.) 


Code of Practice for the Protection of Persons 
exposed to lonizing Radiations has been prepared 
by the Radioactive Substances Advisory Com- 
mittee and lays down certain rules of protection 
together with the relevant medical, scientific 
and technical information for the guidance of 
the staff concerned. It is intended primarily for 
the protection of such persons in National 
Health Service hospitals, but ‘it is thought that 
it will do much to improve safety arrangements 
not only in hospitals but also in other places 
where ionizing radiations are used’. The code 
will be reviewed from time to time in the light 
of new knowledge. (H.M. Stationery Office, 
price 8s.) 


igendum.—Dr. D. A. Hasti writes: The correct 
fom for the ointment which I recommended in my 
article on “The Treatment of Sunburn’ in the June issue 
of The ae (p. 7 744) i is as follows: 
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Available— 


Parenteral 


DRAMAMINE 


(BRAND OF DIMENHYDRINATE) 


} In the presence 
of nausea or 
vomiting 


2 For 
more prompt 
action 


SEARLE 













Dramamine is now firmly established for the 
prevention and treatment of nausea, vomiting 
and vertigo arising from travel, pregnancy, 
Méniéres Disease and other labyrinthine 
disorders. 


Now available for injection in multi-dose vials 
of 5 c.c., each vial containing 50 mg. dimen- 
hydrinate per c.c. Its administration parenter- 
ally is indicated in those cases where successful 
oral medication is difficult or impossible. When 
speedier action is required, parenteral adminis- 
tration of Dramamine will produce a quicker 
effect and will give prompt, symptomatic relief. 


Dramamine solution may be injected _ intra- 
muscularly without dilution, but for intra- 
venous injection each c.c. should be diluted to 
10 c.c. with normal saline and administered 
over a period of not less than two minutes. 


DRAMAMINE is a Registered Trade Mark 


G. D. Searle & Co., Limited, High Wycombe, 
Bucks. Tel. High Wycombe 1770. 


DRV: P87 
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{ Sodium retention avoided 
| Little risk of oedema 


| No potassium depletion 
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| Greater potency 
| Reduced dosage 
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of Cortisone Acetate 
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are supplied in scored tablets 5 mg. 
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Full literature available on request. 
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fifty Bears Ago 


‘Publicans and sinners on the one side; Scribes and Pharisees on the other’. 


William Chillingworth: Sermon. 


AUGI ST, 1907 


“Notes by the Way’ this month are a fascinating 
blend of irony and vigour. Under the heading 
“The Pharisees of Science’ the Editor writes: 
‘Of the gospel of immunization we need only 
say that it is a dream, which, however beautiful, 
is still very far from fulfilment. It cannot be 


Sydney Arthur Monckton Copeman, 
M.D., F.R.C.P., F.R.S. (1862-1947 


denied, however, that, even in its present in- 
choate stage of evolution, it has certain advan- 
tages. The pity is that so far, while its benefits 
are positive from the practitioner’s point of 
view, they are often more or less problematic 
from that of the patient. But it cannot be said 
that the temper of mind to which the system 
gives rise in those who follow—or perhaps it 
might be more correct to say which gives rise 
to the system—is one that makes for the 
progress of practical medicine, that is to say, 
for the deliverance of mankind from the majority 
of the ailments from which it suffers. The 
Pharisee of science looks down on the mere 
physician or surgeon, giving thanks that he is 
not even as this publican of practice. Yet what 


the people ask for is the bread of cure, or, at 
any rate, relief, and from the laboratory they 
too often get a stone, occasionally even a 
serpent’. 

The section ‘High Jinks and Hygiene’ makes 
delightful reading: ‘Sir James Barr (President 
of the Royal Institute of Public Health) seems 
to reverse the Biblical precept, and to hold that 
people should honour the physician for the fact 
that they have no need of him. The notion that 
they will make a practice of going to him to be 
“overhauled”, when they are not ill, is distinctly 
comic. If they did, no doubt, the “latent germs 
of disease”’ . . . would sometimes be discovered; 
but, on the other hand, what an introspective 
and hysterical race would be produced! We 
should always be, like Herbert Spencer, feeling 
our pulse’. Sir James Barr, C.B.E., M.D., 
F.R.C.P., was a ‘vigorous, pugnacious man with 
a strong Ulster accent, impervious to criticism 
and incapable of moderation’. (Munk’s Roll, 
1955, vol. IV.) 

The opening article in this number is “The 
Guthrie Lecture (delivered at the Westminster 
Hospital) on Some Recent Research Work on 
Cancer’ by S. Monckton Copeman, M.D., 
F.R.C.P., F.R.S., Lecturer on Hygiene and 
Public Health in the Westminster Hospital 
Medical School. Among other topics the sug- 
gestion is discussed that any actual increase of 
cancer, ‘supposing there to be any above that 
which is dependent on increase of population, 
may, in all probability, be set down to the 
greater expectation of life, in both sexes, which 
has been gradually brought about during the 
past half century . . . a greater average length of 
days tends to increase the prevalence of cancer 
for the reason that a greater number of persons 
tend to survive to what may be termed the 
“cancer age” ’. Sydney Arthur Monckton Cope- 
man served as a medical inspector under the 
Local Government Board from 1891-1919, and 
as a medical officer at the Ministry of Health 
from 1919-25. He is remembered in the history 
of public health as the inventor of glycerinated 
lymph, the use of which was officially adopted 
by vaccinators in 1898 and abolished arm-to- 
arm vaccination. His paper on the relationship 
between variola and vaccinia led to his election 
to the Royal Society in 1903. A man of wide 
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culture and of many interests, Copeman was a 
genial companion, a generous host, and ever 
helpful to his juniors. 

G. Lenthal Cheatle, C.B., F.R.C.S., Surgeon 
to King’s College Hospital, writes on “The 
Spread of Cancer in the Upper Lip, and its 
Influence on Treatment’. Otto Griinbaum, 
M.D., D.Sc., Assistant Physician to the London 
Hospital, deals with “The Diagnosis of Addison’s 
Disease’, and T. G. Moorhead, M.D., 
F.R.C.P.1., Physician to the Royal City of 
Dublin Hospital, discusses ‘Movable Spleen’. 
Kenneth F. Lund, M.B., late Master, Coombe 
Hospital, Dublin, takes as his subject ‘Fons et 
Origo Mali Maris: or, An Inquiry into the 
Cause of Sea Sickness’. Blindness, he tells us, 
is ‘no panacea against sea sickness. Sixty per 
cent. of the pupils of the Liverpool School for 
the Blind suffer from the complaint’... ‘A 
party of twenty-five deaf American gentlemen 
crossed the Atlantic, in 1889, to attend the Paris 
Congress of Deaf Mutes. It was a very rough 
voyage, and every passenger was ill except the 
deaf mutes, who had all the tables in the dining 
saloon to themselves’. The writer concludes that 
“There is some mechanism in the auditory organ, 
possibly the system of semicircular canals, which 
is directly affected by the oscillations of a vessel 
at sea, and which acts as a stimulus to the 
vomiting centre’. 

Hugh M. Rigby, M.S., F.R.C.S., Surgeon- 
in-Ordinary to The Prince of Wales and 
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Assistant Surgeon, London Hospital, contributes 
‘A Review of Recent Literature on Hernia’. 

‘Notes from Foreign Journals’ quote from 
Journal de Médecine de Paris: ‘Mutton-fat, 
purified, and melting at 45°C., is not acted upon 
by the gastric juice, and can, therefore, be used 
as the basis for pills containing substances, 
whose action it is wished to obtain only in the 
intestines. When the pills are made up, they 
should be rolled in calcined magnesia to get a 
coating’. 

The third edition of Frederick W. Hewitt’s 
‘Anesthetics and their Administration’ contains 
an entirely new chapter devoted to ethyl 
chloride, ‘of which drug, however, the author 
appears to be no_ enthusiastic employer. 
‘Professor Schiafer’s well-known and much used 
book, The Essentials of Histology, has now 
reached the seventh edition . . . Many of the 
illustrations are for the first time printed in 
colour. Every medical student cheats possess a 
copy of this work’. 

‘Preparations, Inventions, etc.’ include a de- 
scription of ‘Hall’s Sanitary Washable Dis- 
temper’ (Sissons Brothers & Co. Ltd., Hull), 
which ‘can be obtained in 70 different shades of 
colour . . . Hospitals and similar institutions 
should find it of great value, for it is cheap and 
practical, and is entirely free from the objection- 
able smell of paint’. 


W. R. B. 
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RELEASING the surplus 


In cardiac oedema and other conditions where excess fluid accumulates in the 
tissues, Diamox Acetazolamide can be relied upon to release the surplus 
promptly and safely. Diamox induces diuresis in a novel and highly efficient 
manner—by inhibiting the enzyme carbonic anhydrase. A single dose will 
induce a powerful diuretic response, persisting for six to twelve hours—and in 
many cases of congestive heart failure DiamMox alone is capable of maintaining 
the patient oedema-free. As clinical experience of DiaMox grows, more and 
more applications are revealed—including glaucoma, toxaemias and oedema 
of pregnancy, epilepsy and premenstrual tension. Diamox has also been used 
in emphysema, drug-induced oedema, renal oedema and obesity. 
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MOTORING NOTES 


The Two-Car Doctor 


By ROBERT NEIL 


THERE must be mary practitioners who, for 
either family or professional reasons, run more 
than one car, but in my experience not all of 
these two-car doctors are extracting the maxi- 
mum of pleasure from their motoring, the 
reason being that the variation between the two 
cars chosen is not great enough. In the case of 
practitioners who try to keep one car basically 
for professional use, and the other for their 
pleasure motoring, it would obviously be point- 
less to run two identical cars—except, perhaps, 
from the purely financial point of view. 

Whilst there is no doubt that some readers, 
because of the importance of their individual 
appointments, might be almost forced to run 
a large and imposing car, carrying with it the 
disadvantage of heavy running costs, I feel that 
a greater number of general practitioners might 
easily be better served in their daily wo~k by 
a smaller, handier and more economicz’ car. 
Were this done the money saved could be spent 
on a completely different type of car, in which 
the accent could be on pleasure rather than 
mere efficiency and economics. I am reminded 
of this by the experience of a friend, who seems 
to have solved the usual difficulties created by 
being both a country G.P. and an enthusiastic 
motorist. By the phrase, ‘enthusiastic motorist’, 
I mean one who not only enjoys motoring for 
the sake of touring and seeing new places, but 
for the pleasure to be gained from driving as 
such. I cannot accept the rather cynical view 
that the modern motorist’s interest is confined 
to mere transportation, and I hope the day 
when it becomes true is far distant. 

There are many country doctors 
interests are probably very different from city 
dwellers’ and for them the benefits of running 
two cars are particularly important. It is, of 
course, possible to run one medium-sized 
quality car but this has the drawback that, 
whenever the car is out helping the practitioner 
on his rounds, the rest of the family can be 
more or less isolated. When there are young 
children of school age in the family this of itself 
can create major troubles. My own suggestion, 
and one that I know has followed by 
many country motorists— including practitioners 

—is to use the smallest and handiest car possible 
for professional work and run, in addition, a 
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large and roomy car of quality for all other 
purposes. Those of my readers who work and 
live in the country will be the first to appreciate 
the heterogeneous tasks which can be covered 
by the phrase ‘all other purposes’. This can 
include the daily trek to and from school; the 
collection of hens, or the like, from market; 
carrying loads of material for gardening use; 
plus, of course, family motoring and social 
occasions. The choice of a second car, once the 
small car for the practice has been bought, is 
far from easy, but not unsolvable. 


A PRE-WAR QUALITY CAR 
For the type of reader I have in mind, not, 
perhaps, too well blessed with the world’s 
goods, | would suggest a pre-war quality car, 
such as a Bentley, Daimler, or Rolls-Royce. 


Fic. 1.—A 1939, 25/30 h.p., Rolls-Royce Wraith. 


Provided thorough care is used in selecting a 
good example, preferably with the assistance of 
an engineer from either the Royal Automobile 
Club or the Automobile Association, vears of 
trouble-free service should be obtained. I would 
stress the great importance of having an 
engineer's report, as if one were unfortunate 
enough to buy an ill-used example of the makes 
I have mentioned—expensive cars when new— 
the cost of repairs could become serious. One 
of the advantages of buying this type of car is 
that almost none of the disadvantages of the 
modern car would be present. One weuld have 
a body with greater room than any modern car 
at the same price, and the feeling of quality 
plus the continuous knowledge that one was 
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handling the result of craftsmanship at its best 
would give additional pleasure. One hidden 
benefit of running a car like a Rolls-Royce, 
built perhaps in the mid-thirties (fig. 1), is that 
it would be a complete antidote to the hurry 
and scurry of normal practice life. Whilst one 
could rush around from call to call with a small 
and handy car, such as the Austin A3o, or the 
Morris Minor tooo, the larger car, built in 
more leisurely days, would, I think, soon help 
the owner and his passengers to relax and 
forget about the tyranny of the clock. Provided 
a good example were bought, it would probably 
be found to be less prone to both rattles and 
annoying squeaks than most modern cars. 
There are no doubt countless practitioners 
who are forced to cover well over 1000 miles 
a month in their practice, and it would seem to 
me—admittedly without specialized knowledge 
of the subject—that it might easily be of 
financial advantage to keep a small car, which 
could be replaced at intervals, and a large car 
which could well give pleasure for many years. 


VISCOSTATIC OILS 

As the name suggests, viscostatic oils are those 
in which the viscosity remains static, or almost 
so, over a wide range of temperatures. Provided 
such an oil carried with it no disadvantage the 
benefits of constant viscosity can be appreciated. 
On older types of oil, the viscosity of which 
varied considerably between the temperature 
ruling when the engine was first started and 
that when the engine had reached its full work- 
ing temperature, it was necessary to employ an 
oil which was unnecessarily thick when cold, 
to ensure that adequate protection was obtained 
at higher temperatures. The disadvantages are 
well known: waste of power after starting the 
engine, because of the difficulty of turning the 
engine with the thick oil, and the inability of 
the thick oil to reach all working parts im- 
mediately after starting the engine from cold. 
The latter point is of special importance, as it 
is now generally agreed that almost all cylinder 
and piston wear occurs in the first few moments 
after starting a cold engine. Stemming from 
this, readers will know how they have been 
recommended to use different grades of oil in 
summer and in winter, the thicker grade being 
used in the summer months to resist the higher 
temperatures reached, whilst the thin grade 
was used during the winter months. For exces- 
sively cold conditions it was common to be 
recommended to use a grade known as ‘Arctic’. 

With viscostatic oils it is now possible to use 
the same grade of oil throughout the year, 
without the necessity of draining and refilling 
the sump at the beginning of both summer 
and winter. Such oils, however, have one dis- 
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advantage. They act as detergents as well as 
lubricants, with the result that any sludge or 
dirt present in the engine can be washed down 
in to the sump, and so in to the oilways, with 
the possibility that they may become blocked. 
If, on the other hand, the engine is clean to 
start with the modern detergent and viscostatic 
oil will keep it so, with the result that all the 
good points can be enjoyed without any counter- 
acting disadvantages. In other words, the 
viscostatic oil can be used with confidence in 
any new engine from the start of its life, and it 
can also be used in any engine which is in good 
mechanical condition. On the other hand, its 
use is not to be recommended in a badly worn 
engine. With such engines, until an overhaul 
can be arranged, there is no alternative but to 
use the thickest possible cheap oil, in the hope 
that not all of it will be uselessly burnt and 
blown out of the exhaust pipe. Even when used 
in a mechanically sound engine, which has 
been used previously with normal oil, it is as 
well to take certain precautions. After draining 
the old oil away and refilling with viscostatic 
oil, it is as well to re-drain the sump after a 
certain mileage—this varies, but precise infor- 
mation can be obtained from a service station— 
so as to eliminate any sludge, or gummy 
deposits, which may have been picked up by 
the newer oil. 


LE MANS AND MONZA 
The recent victory in Les Vingt-Quatre Heures 
du Mans by the Jaguars entered by the Ecurie 
Ecosse has without doubt given British credit 





tide Ka 
F 1G. 2.—Ron Flockhart at the wheel of the Jaguar which 
won this year’s Vingt-Quatre Heures du Mans. His 
co-driver was Ivor Bueb. 
and prestige a considerable fillip in all foreign 
markets, and is an encouragement to those who 
have never been convinced that everything 
foreign is necessarily better. The Jaguar win at 
Le Mans is of special interest, as, since the 
factory ceased official competition in inter- 
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Acute infections, surgery of the alimentary tract e PARENTROVITE 
for Neuroses & Psychoses 


An injectable preparation of B 
@ vitamins and vitamin C in 
high concentration. 
e In boxes of 3 pairs of ampoules. 
Hospital packs also available.) 


and the administration of antibiotics are particularly _ 
associated with impaired absorption or utilisation of 
the vitamin B complex. Initial intensive therapy 
(oral or parenteral) is provided by Becovite, 

with subsequent maintenance by Befortiss. 


e OROVITE for Oral use 
For intensive therapy BECOVITE B Complex x A preparation containing the same 


: Be 1 tami i 
Tablets, 2 ml. Ampoules (boxes of 3 pairs), Eltxtr (6 fl. 08) — Concentration, is alee avetlable 


e In tablets and elixir. 
For maintenance therapy BEFORTISS B Complex . 
Tablets, 1 ml. Ampoules (boxes of 5), Elixir (6 ft. ot), 
| VITAMINS LIMITED | 
FULL DETAILS OF PACKS AND PRICES ON REQUEST. . (DEPT. CY! 
ALL PRESCRIBABLE ON THE N.H.8. @ UPPER MALL LONDON, W.6 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute: 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
‘Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest ’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 


tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 


CLINITEST 


HOSPITAL EQUIPMENT 
An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 






acetone tests can be carried out simultane- 
ously in one minute! 
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The advantages of 


ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine. 
No caustic reagents. 


TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 


2 Take reading at 30 seconds. 
Compare tabiet to colour 
chart provided. 

3 Record results as negati:e, 
trace, moderate or strungly 
positive. 

Supplied in bottles of 100 
tablets with colour scale. 
*Acetest" Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 
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(1954) *Clinical Tests for Ketonuria 
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national racing, the privately financed and run 
Ecurie Ecosse have carried the Jaguar colours 
to many victories. It is worth recalling that in 
1956 Ecurie Ecosse entered one D Type Jaguar 
at Le Mans, in what was described as an 
exploratory trip, and at the end of the twenty- 
four-hours’ long race first place was secured. 
This year two cars were entered and both first 
and second places were taken, and to rub the 
victory in thoroughly, third, fourth and sixth 
positions were also occupied by Jaguars, all of 
them privately owned. It might at first be 
thought by anyone unversed in motor racing 
that with enough cars entered the above results 
are not outstanding, but it must be remem- 
bered that only five Jaguars were entered, and 
all of them finished, whereas the principal 
foreign opposition—from Ferrari and Maserati 
of Italy—crumbled before the durability of the 
Jaguars, and—in justice—let it be added—the 
discipline of their drivers. Whilst the first few 
hours of the race were certainly very exciting 
for the spectators, enthralled by the internecine 
battle between the leading Ferrari and Maserati 
drivers—including such master-drivers as Behra, 
Collins, Hawthorn and Moss—the early leaders 
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were eliminated by their own uncontrolled 
impetuosity. 

it is sometimes thought that only the factory 
responsible for the winning car benefits from 
victory in such an important race, but the 
evidence of experts in foreign markets suggests 
that every product—including pots and pans 
of the country gains from the 
increased prestige. 

Only a short week after the great win in 
France, Ecurie Ecosse travelled to the 500 
Miles Race at Monza, near Milan and, although 
competing in a race intended for outright racing 
cars, finished fourth, fifth and sixth. The sports 
type Jaguars were competing against special 
track racing cars from the United States, but 
of the nine American starters only three 
finished. The Ecurie Ecosse team were limited 
by their tyre manufacturers to a schedule speed 
of 150 m.p.h., and this speed they averaged for 
the total distance. This staggering performance 
of about 3000 miles in less than twenty-eight 
hours should be all the proof required of 
reliability. It is worth remembering that the 
basic design of the production Jaguar saloon is 
the same as the sports/racing D Type. 
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From 
menarche 
to 
menopause 


Menstruation, particularly if 
profuse, may bring the patient 
to the borderline of anaemia. 
Where supplementary iron is 
indicated, Fergon presents it in a 
form which is extremely well 
tolerated and readily absorbed. 
Basic N.H.S. cost of one week's 


treatment: 7d. to 1/24$d. 
Tablets, gr. 5, in bottles of 100 and 1,000 





Trade mark 
Crystalline ferrous gluconate 


B A Y E i PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 






Associated exporting company: 
WINTHROP PRODUCTS LIMITED 








TRAVEL NOTES 


The Scottish Highlands 


By PENELOPE TURING 


IN the well-ordered days of the past, Scotland 
came into the annual picture on August 12. 
The London season and early summer attrac- 
tions of the south over, migration to the moors 
and rivers of the north followed as the night the 
day. Nowadays few if any of us can indulge in 
that leisured life which seems so delightful in 
retrospect. Our entertainment and sport have 
to be snatched at week-ends or within the com- 


and moors have a comfortable permanence 
through all passing generations. Finally, it is the 
ideal time for the romantically minded who seek 
the places where history has left its shadow: the 
dark memories of Glencoe; Jacobite hopes that 
were raised at Glenfinnan and perished at 
Culloden; echoes of Rob Roy or Bonnie Dundee. 
It may be a cult of tourism to glorify the scenes 
of ancient battles, but such events are romantic 
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pass of the annual holiday, but Scotland and 
more especially the Highlands still retain their 
place in the autumn calendar. 

There are many different reasons for taking a 
holiday in the Highlands at this time of year. 
For the shooting man the cause is obvious. 
Anglers go north hoping for a good autumn run 
of salmon, or that trout will prove cooperative 
during the last weeks of the season. For walkers 
weather is the only uncertain factor, mountains 
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to the modern world. We are civilized now, and 
we know little of those reckless loyalties which 
did not stop to count the cost. 

Now that petrol rationing is well past, a 
motoring holiday presents no difficulties. One 
can either tour or stay at one or two centres 
and explore the surrounding country from 
them. The second plan, though you do 
not cover so much ground, offers a much 
more restful holiday, and I want here to 
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consider a few of the more popular centres. 


INVERNESS-SHIRE 
For the country of Prince Charles Edward and 
the ’45, Fort William at the north-east end of 
Loch Linnhe in Inverness-shire is probably the 





from 


Loch Shiel 


Fic. 1.—Looking down 


Glenfinnan. 


best place to stay. The fort built by William II], 
which was besieged during both Jacobite risings, 
has long since vanished and this is now a 
holiday town with plenty of quite good hotels. 
Above it towers Ben Nevis which provides 
opportunities for all grades of climbers. At least 
I am told so, for personally I never in any 
circumstances climb mountains for pleasure. 
There are, however, some magnificent walks for 
the less adventurous. 

South of the mountain is Loch Leven and 
Glencoe; beyond, along a road which skirts the 
shore of Loch Linnhe, lies Oban and the island 
of Mull. Almost due west from Fort William 
you travel along the side of Loch Eil, then to the 
head of Loch Shiel and Glenfinnan (fig. 1), 
where Prince Charles raised his standard on 
August 19, 1745. About 60 miles to the north- 
east is Inverness, and nearby the battlefield of 
Culloden. There is plenty of history to be traced 
round Fort William, and the scenery is mag- 
nificent: an untamed majesty of mountain and 
loch, mighty by day, overwhelming at sunset. 


PERTHSHIRE 

Pitlochry in Perthshire is another centre which | 
have mentioned in an earlier article on British 
festivals. ‘The season of plays there continues 
until October 5, but quite apart from the 
festival theatre it is an excellent place from which 
to explore Perthshire; and it has plenty of hotel 
accommodation. 

Close by is the new Loch Faskally, formed by 
damming the river Tummel for hydro-electric 
power. Fishermen have cause for anxiety over 
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hydro-electric schemes in general, but from the 
scenic point of view Loch Faskally has its own 
beauty, and the inspection windows through 
which—if you are lucky—you can watch salmon 
going up the fish pass into the loch from the 
river below is now one of the town’s special 
attractions. 

Just to the north is the Pass of Killiecrankie 
(fig. 2) where Bonnie Dundee hac his famous 
victory over General Mackay in 1689—ard 
met his death, and beyond this Blair Athol, 
with Blair Castle, seat of the Duke of Athot’ 
From here the road follows the river Garry 
upstream and then crosses into the next valley 
to Kinloch Rannoch, at the end of Loch 
Rannoch. One can drive right round this loch: 
it is perhaps 20 miles in circumference, and the 
trip is well worthwhile. 

Another route a little farther south takes you 
to Aberfeldy, Loch Tay and the beauties of Glen 
Lyon. 


DEESIDE 


For the east coast Aberdeen combines the 


dignity of a cathedral and university city with 
the vitality of a fishing port and the amenities 
of a seaside resort. It is an impressive and also 
picturesque town: its face turned to the sea, 





Fic. 2.—The Pass of Killiecrankie. 


and flanked on each side by the twin rivers, Dee 
and Don. If you prefer to stay somewhere 
smaller, there is Newburgh, a little port on the 
estuary of the Ythan about 15 miles to the north. 

From either place you are within reach of all 
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An urgent call on a rainy night; 
wet, greasy and treacherous roads -- 
that is when a Doctor can depend 
on the sure, safe rear-wheel 

grip of Firestone Town & 
Country Tyres. 


a Crip in mud 


Non-skid safety on wet 
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— Long, trouble-free mileage 
= All-season motoring 
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the famous names of Deeside: Banchory, 
Aboyne, Ballater and Balmoral, and higher up 
still Braemar, where the Royal Highland 
Gathering will be held this year on September 5. 

So much for those who want scenery, history, 
motoring and perhaps walking, but I know from 
the correspondence I receive that to many 
readers field sports are a primary objective. I 
cannot write with any authority on shooting, 
though I know there are a number of hotels like 
the Whitehaugh at Alford on the Don, 30 miles 
from Aberdeen, which have rough shooting for 
their guests. 


FISHING 

For the angler there are almost unlimited 
opportunities. Beats on famous rivers such as the 
Dee, Spey or Tay are in general hard to obtain 
and sometimes very expensive. There are, how- 
ever, hundreds of lochs, rivers and streams which 
will give excellent holiday fishing. Much of it 
is free, but need not be dismissed on that 
account, for it is often accessibility which sets 
the price. If you are prepared to stay in simple 
accommodation, even possibly to camp out, you 
can get right away to unspoilt water. 
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 DALMAS ~~» 


DALMAS LIMITED - LEICESTER & LONDON. - Established 1823 


Many of the famous lochs such as Loch Awe 
and Loch Ness offer good free fishing for salmon, 
sea trout and brown trout, and boats-can be 
hired from the local hotels. Last year a friend 
of mine took his family to the small, pictur: 
Altnacealgach Hotel on Loch Borrolan in the 
wilds of Sutherland (address: by Lairg, Suther- 
land). The month was May, and despite untimely 
gales they found both fishing and food excellent. 
This is a good centre for small trout, having 
four lochs within easy reach and several streams 
which usually fish well in August and Sep- 
tember. 

Scottish salmon seasons vary from river to 
river, so it is advisable to make inquiries if you 
plan a late fishing holiday. In most rivers salmon 
fishing continues until the end of October, but 
there are some where the season ends in mid- 
October or even on September 30. The statutory 
trout season closes on October 6. No rod licences 
are needed in Scotland. 


Two books which may be of use to holidaymakers in 
the Highlands are: ‘Guide to the Fishing Inns of Scotland’ 
by R. Crombie Saunders (Nicholas Kaye, 9s. 6d.); and 


‘In the Steps of Bonnie Prince Charlie’ by Winifred Duke 
(Rich and Cowan, 15s.) 


No. 2 

Zinc paste medicament 
No. 3 

Zinc paste and ichthammol 
2% (extra moist no. 3x) 
No. 4 

Zinc paste with urethane 
2% and ichthammol 2°, 
No. 5 

Zinc paste with urethane 
2% and calamine 5.75% 
No. 6 

Zinc paste with coaltar 3% 


Dalzoband medicated bandages are always 

ready for use. They never lose their moist- 

ness or become uncomfortable with wear. In 

a choice of five types you will find a dressing 

exactly suiting your purpose, each conform- 

— } its respective conditions in the Drug 
ariff. 
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A new route * 
for salicylate 
therapy 


Algesal balm has only one active 
principle, the newly-synthesised com- 
pound, diethylamine salicylate, which 
differs from other salicylates in that it 
is not a counter-irritant nor a rube- 
facient. 


Diethylamine salicylate has been 
shown to penetrate the skin in 
significant quantities and this discovery 
has opened up a new route for 
salicylate therapy. 


The site of action of salicylates taken 
by mouth is still not known for certain 
and some authorities suggest that it 
may be peripheral, at the site of the 
pain’. Percutaneous salicylate therapy 
thus has immense possibilities, and 
Algesal is proving to be a most valuable 


MATT AY | 


remedy for the relief of local tissue 
pain by inunction. 


The indications for Algesal fall 
naturally into four groups: rheumatism, 
closed inflammatory conditions, pain 
following trauma of different kinds, and 
certain painful conditions of unknown 
aetiology — e.g., chilblains and idio- 
pathic night cramps. 


Algesal is a non-staining white cream 
with a pleasant smell of lavender. It 
contains 10% diethylamine salicylate, 
in a vanishing cream base specially 
formulated to assist skin penetration. 


Samples and literature will gladly be. 


sent on request to the manufacturers, 
E. G. H. Laboratories Ltd., Peru Street, 
Adelphi, Salford 3. 

‘ Practitioner, (1953) 170, 515. 


E.G.H. LABORATORIES LTD., PERU ST., SALFORD 3, LANCS 
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THE 


the famous names of Deeside: Banchory, 
\boyne, Ballater and Balmoral, and higher up 
still Braemar, Royal Highland 


Gathering will be held this year on September 5. 


where the 


So much for those who want scenery, history, 
motoring and perhaps walking, but | know from 
that to 


a primary objective. | 


the correspondence I receive many 


readers field sports are 
cannot write with any authority on shooting, 
though I know there are a number of hotels like 
the Whitehaugh at Alford on the Don, 30 miles 
Aberdeen, which have 


from rough shooting for 


their guests 


FISHING 


For the angler there are almost unlimited 


opportunities. Beats on famous rivers such as the 
Dee, 


and sometimes very expensive. There are, how- 


Spey or ‘Tay are in general hard to obtain 
ever, hundreds of lochs, rivers and streams which 
will give excellent holiday fishing. Much of it 
that 
which sets 


is free, but need not be dismissed on 


account, for it 1s often accessibility 
the price It you are prepared to stay in simple 
accommodation, even possibly to camp out, you 


can yet right away to unspoilt wate! 
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Many of the famous lochs such as Loch Aw: 
and Loch Ness offer good free fishing for salmor 
sea trout and brown trout, and boats can bs 
hired from the local hotels. Last year a friend 
of mine took his family to the small, pictur 
Altnacealgach Hotel on Loch Borrolan in th 
wilds of Sutherland (address: by Lairg, Suther 
land). ‘The month was May, and despite untimel 
gales they found both fishing and food excellent 
This is a good centre for small trout, having 
four lochs within easy reach and several streams 


which usually fish well in August and Sep 
tember. 
Scottish salmon seasons vary trom river to 


river, so it is advisable to make inquiries if you 
plan a late fishing holiday. In most rivers salmon 
fishing continues until the end of October, but 
there are some where the season ends in mid 
October or even on September 30. The statutory 
trout season closes on October 6. No rod licences 
are needed in Scotland. 


Iwo books which may be of use to holidaymaket 


¢ Highlands are: ‘Guide to the Fishing Inns of Scotland 
R. Crombie Saunders (Nicholas Kaye, ys. 6d.); and 
the Steps of Bonme Prince Charhe’ by Winifred Dub 
Rich and Cowan, 15s) 


th 


ALZOBAND 


No. 2 
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Zine paste and ichthammol 
2°, (extra moist no. 3x 
No. 4 

Zinc paste with urethane 
2°, and ichthammol 2°,, 
No. 5 

Zine paste with urethane 


2”, and calamine 5.75%, 
No. 6 
Zinc paste with coaltar 3°, 





Dalzoband medicated bandages are always 
ready for use. They never lose their moist- 
ness or become uncomfortable with wear. In 
a choice of five types you will find a dressing 
exactly suiting your purpose, each conform- 
ing to its respective conditions in the Drug 
Tariff. 


DALMAS LIMITED - LEICESTER & LONDON - Established 1823 

















ANNOUNCEMENTS 











A new route % 








a 
~- 


for salicylate 
therapy 


Algesal balm has only one active 
principle, the newly-synthesised com- 
pound, diethylamine salicylate, which 
differs from other salicylates in that it 
is not a counter-irritant nor a rube- 
facient. 


Diethylamine salicylate has been 
shown to penetrate the skin in 
significant quantities and this discovery 
has opened up a new route for 
salicylate therapy. 


The site of action of salicylates taken 
by mouth is stil! not known for certain 
and some authorities suggest that it 
may be peripheral, at the site of the 
pain’. Percutaneous salicyiate therapy 
thus has immense possibilities, and 
Algesal is proving to be a most valuable 


remedy for the relief of local tissue 
pain by inunction. 


The indications for Algesal fall 
naturally into four groups: rheumatism, 
closed inflammatory conditions, pain 
following trauma of different kinds, and 
certain painful conditions of unknown 
aetiology — e.g., chilblains and idio- 
pathic night cramps. 


Algesal is a non-staining white cream 
with a pleasant smell of lavender. It 
contains 10% diethylamine salicylate, 
in a vanishing cream base specially 
formulated to assist skin penetration. 


Samples and literature will gladly be 
sent on request to the manufacturers, 
E. G. H. Laboratories Ltd., Peru Street, 
Adelphi, Salford 3. 

' Practitioner, (1953) 170. 515. 





















































E.G.H. LABORATORIES LTD., PERU ST., SALFORD 3, LANCS 








A 78 


THE PRACTITIONER 











INDEX TO PHARMACEUTICAL PREPARATIONS 


Page 
Achromycin (Lederle) - - - A43 
Acnil (Genatosan) - A 5l 
Actidil (Burroughs Wellcome) A 56 
Adelphane (Ciba) A 6&0 
Aero-Ped - A 6l 
Alasil (Wander) - - AS5S4 
Albamycin (Upjohn) - - - Ad2l 
Algesal (E.G.H.) - - AT7 
Amfac Glanules (Armour) - - Al6 
Asmapax (Clinical Products) - - Al3 
Atarax (Pfizer) - - A27 
Barbevite Elixir (Woolley) - - A8&4 
Barbidex (Clinical Products) A 13 
Bardase (Parke Davis) A 44 
Becovite (Vitamins) A 69 
Befortis B (Vitamins) A 69 
Biotexin (Glaxo) A 39 
Buscopan (Pfizer) A 26 
Butazolidin (Geigy) A 22 
Cafergot (Sandoz) - A 53 
Carbrital (Parke Davis) ~ A 34 
Clinitest & Acetest (Ames) - A 70 
Codis & Solprin (Reckitt & Colman) <A 33 
Cordex (Upjohn) ~ ~ - A2 
Cremalgin (West Pharmaceutical) A 23 
Daprisal (Smith Kline & French) - A42 
Dexten (Clinical Products) - - Al3 
Di-Adreson (Organon) A 64 
Diamox (Lederle) - - - Aé65 
Di-Paralene (Abbott) - Aé62 


Distaquaine V ( Distillers) 
Under Contents and A 4 


Dramamine (Searle) - Aé63 
Equanil (Wyeth) A 79 
Eskacillin (Smith, Kline & French) A 88 
Eskamel (Smith, Kline & French) A 35 
F.99 (International) A 84 
Femerital (M.C.P.) A8l 
Fergon (Bayer) A 72 
Ferraplex B ( Bencard) A 18 
Furadantin (Duncan, Flockhart) A 25 


Page 
Gentersal (Ortho) - ~ - Ald 
Hibitane (/.C./.) ~ - - A5 
Histryl Spansule (Smith, Kline & 
French) - - - - - A46 
Hyalase (Benger) - - - ASO 
Hydrocortistab (Boots) - - - AS58 
Hydroderm (Merck Sharp & Dohme) A 83 
Hydromycin (Boots) - - - AS58 
Hydrospray (Merck Sharp & Dohme) A 83 


Imferon (Benger) - A 47, 48 and 49 


Insulin Zinc Suspension A.B. (Allen 
& Hanburys) - ~ ~ - 


Inversine (Merck Sharp & Dohme) - A440 
Iso-Bronchisan (Silten) - - - A3Z2 
Livox (Oxo) - - . - - A7l 
Mepilin (B.D.H.) - - - - A” 
Mio-Pressin (Smith, Kline & French) A 14 
Nepenthe ( Ferris) - _ - Aé8s5s 


Neutraphylline (Continental) 
Inside Back Cover 


Nulacin (Horlicks) ~ - - AS2 
Orovite (Vitamins) - - A 69 
Parentrovite (Vitamins) - -- - A69 
Paynocil ( Bencard) - - AST 
Penicillin-V (Eli Lilly) - - - Aé4l 
Pethilorfan (Roche) - - - AS59 


Piriton (Allen & Hanbury) 
Outside Back Cover 


Preludin (Pfizer) - - ~ - A3l 
Rauwiloid ( Riker) - - - A2 
Rubriment (Horlicks) - - - Al2 
Seboderm (Priory) - - - AlS5 
Senokot ( Westminster) Inside Front Cover 
Serpasil (Ciba) - ~ - - As 
Serpatonil (Ciba) - - - A6 
Sigmamycin (Pfizer) - - A 28 and 29 


Sonergan (May & Baker) 
Outside Front Cover 


Transvasin (Lloyd-Hamol) ~ - All 
Triple Sulfa Cream (Ortho) - = ioe 
Veriloid (Riker) - - . - Ad 


FOR GENERAL INDEX TO ADVERTISERS SEE PAGE A9I 























ANNOUNCEMENTS A 79 











( t muscle balance, so essential! 
in the elimination of lumba 


pain, is dependent not only on 





n 


correct posture but also on 
relaxation of the patient, for 


mental tensenes: 


¥ tten reflected in the muscles 


ack to Norma 


Equanil deals with both aspects 
of the problem by relaxing mind and 
muscle. Furthermore, by promoting 
natural, relaxed sleep, Equanil ensures 

that there is no muscle spasm 
during the night, a common cause 

of your patient waking and 


feeling stiff and tired 


UANIL 


(MEPROBAMATI 


~-the safe, reliable, relaa 


Bottles of 20 and 250 x 400 mg. tablet 


JOHN WYETH AND BROTHER LIMITED 
N.W 





Clifton House, Euston Road, 
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Correct muscle balance, so essential 
in the elimination of lumba: 

pain, is dependent not only on 
correct posture but also on 
relaxation of the patient, for 
mental tenseness is 


often reflected in the muscles 


Back to Normal 


Equanil deals with both aspects 
of the problem by relaxing mind and 


muscle. Furthermore, by promoting 


natural, relaxed sleep, Equanil ensures 


that there is no muscle spasm 
during the night, a common cause 
of your patient waking and 


feeling stiff and tired. 


EQUANIL 


MEPROBAMATE 
~the safe, reliable, relaxant 


PACKS 
Bottles of 20 and 250 x 400 mg. tablets 


trade mar’* 


JOHN WYETH AND BROTHER LIMITED, 


Clifton House, Euston Road, N.W.1 
E.4 
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A Varied Diet for Infants 


MARMITE LIMITED, 35, SEETHING LANE, LONDON, 


Early mixed feeding for infants has been advocated by 
many paediatricians. Although milk remains the infant's 
staple food, finely minced meat, pureed vegetables, lightly 
poached eggs and grated cheese are added at an early 
age. Marmite is particularly recommended as a source of 
the B, vitamins for babies and young children. 


As children enjoy the taste of Marmite, it is easy to introduce 
it into their diet in the form of Marmite gravy which is 
poured over minced meat and sieved vegetables; for 
older children, Marmite can be spread lightly on rusks, 
toast or bread and butter. In cooking, Marmite is a useful 
addition to soups, stews and other savoury dishes. 


MARMITE 02: ex«rs¢: 


Special terms for packs, for hospitals, welfare centres and schools 


Literature on request 














.. . glucose in a palatable form 


Lucozade combines the known qualities of glucose with a 
remarkable palatability. It has, indeed, solved a very real 
problem associated with a diet restricted to fluids. Many 
flavours, acceptable to the normally alert palate, fail to stimu- 
late or even interest the patient in a weakened, depressed 
condition. Lucozade, on the other hand, provides a means of 


sustenance when solids cannot be tolerated. 








The liquid glucose content of Lucozade is 
23.5% w/v; approximately 22.5 calories 
z each fluid ounce. It is lightly carbo- 
nated, with an attractive golden colour and 
a pleasant citrous flavour af instant appeal 
to the invalid palate. 


LUCOZADE 


replaces lost energy 
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Dymenonoe 


Can a mpecific anturpaomodic 
overtowe Uuchaewmic chanper, 
duce wwrtiwily- yt not 
conse depremnon? 


A POSITIVE answer to this question would make 
possible a confident approach to the treatment 
of primary dysmenorrhoea. Although there appears 
to be many factors involved in the aetiology of this 
disorder there can be little doubt that in a consider- 
able proportion of cases the immediate cause of 
pain is ischaemia due to uterine muscle spasm. 

The variable response of primary dysmenorrhoea 
to treatment has led to the view that a cup of tea, 
two analgesic tablets and a lie down provides the 
best regime. The impracticability of this method 
and the burden it adds to industry warranted the 
search for a more specific remedy. 

Dibutamide, the antispasmodic in Femerital, has 
been shown to have a specific action on the uterus. 
The substance is non toxic and its use is not com- 
plicated by side effects in other systems such as 
hypotension and constipation. In clinical trials 
covering more than 1,000 cases the favourable 
response is over 75%. 

In order to reduce central sensitivity to pain 
Femerital contains in addition to Dibutamide, 
phenacetin and salicylamide; for its stimulant and 
mild diuretic effect it contains caffeine. 

Femerital thus provides a comprehensive and 
specific method for the treatment of dysmenorrhoea. 








BRAND DIBUTAMIBE 





Manufactured and distributed by 


M.C.P. PURE DRUGS LTD., 86 STRAND 
LONDON, W.C.2 
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A Yank in Trouble 


We Inspectors of the N.S.P.C.C. are always 
out and about, helping people, but it does 
not often fall to our lot to assist a citizen of 
the U.S.A. 


However, some months ago I was told by a 
landlady that the Police had brought to her 
an American Family consisting of Mum, Dad 
and their four children. All they had in the 
world was £2 which they had given to her. 

I can’t relate why the family had got into 
this difficulty but there they were and I had 
to get them out of it. 

The man was a decent fellow and wanted to 
get back to Tennessee with his family. Well, 
I spoke on the phone to the nearest U.S. 
Consul, who was most sympathetic. He lived 


| 30 miles away from me, but I took the man 


to see him and found him most helpful. 
Within less than a month the family was back 
in the States and I don't think I have ever 
dealt with anyone who was more grateful for 
my help than that mother and father. 

Cases like this—an actual case on the files of 
the N.S.P.C.C.—are dealt with frequently by 
the Society; for the scope of the Society’s 
work is very much wider than cases of 
cruelty or gross neglect. If the Society can do 
anything at any time to help children whose 
welfare, happiness or future is in jeopardy, it 
will do so. 

This vital humanitarian work depends on your 
subscriptions and support. Please send your 
contributions to the: 


N-S°P-C:Cc 
ROOM No. 99, 103 VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
100,000 children last year 
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How do YOO tackle flat foot? 


ier 
.. do you prescribe an external wedge on the shoes? & 





BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. : 

Surely it’s more logical to have a wedge built-in | 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr, W. J, Peake, James Southall 
& Co. Lid., Crome Road, Norwich, ; 


= NNERAZE te) 


Invisible Wedge Shoes by START-RITE 


(who make the finest children’s shoes of all (pes) 
maneraze Shoes are supplied only against medical prescription 

















Favourite 


Prescriptions 
2nd Edition 
Enlarged January number 
Price 5s. (by post 5s. 9d.). 

A few copies of this issue are still 
available. Subscribers can obtain 
additional copies for colleagues or 


students at a special subscription 
rate of 4s. post free. 


Publishing 





Notes on 
Indigestion 


This pamphlet, first published in 
1949, explains in simple language, 
the principles and practice of the 
treatment of dyspepsia and is in- 
tended for distribution to patients 
with dyspepsia in order to help them 
carry out their practitioner’s advice. 


6d. each, 10 for 4/6, 100 for £2 
(post free). 


Special price for larger quantities. 


Department 


THE PRACTITIONER 
a 5 BENTINCK STREET, LONDON, W.1 


























ANNOUNCEMENTS 


A 83 





“Why 
make 
work ?”’ 


says OLD HETHERS 





Yes, why indeed? You would think 
people in charge of invalids wouldn't 
But so many do 
make 


water the old-fashioned way — with 


want to make work, 
just that when they barley 
pearl barley. Introduce them to my 
way—with Robinson's ‘patent’ Barley. 
They'll bless you for it. It’s as easy 
as making cocoa! Cheap too; a 1/74d. 


tin makes forty-eight pints. 


ROBINSON’S 


‘PATENT’ 


BARLEY 


The 
MERCK SHARP & DOHME 


‘Hydro 


Quartet 


Hydrocortisone preparations for the 
treatment of lesions of the 
SKIN, JOINTS, NOSE, AND EYES 


OINTMENT 


‘Hydroderm’ 


‘HYDROCORTONE’- 
NEOMYCIN - BACITRACIN 


For inflammatory cond!!; »ns of the 
skin, especially when intection is 
present. Tubes of 5 G. and 15 G 


‘Hydrodyne’ 


*HYDROCORTONE’- ASPIRIN 





Anti- ioammatern, anti-rheumatic, 
analgesic therapy for ——_ and 
allied diseases. Bottles of 100. 


NASAL SPRAY 
‘Hydrospray’ 
*HYD ROCORTONE’- 


*PROPADRIN’- NEOMYCIN 


Safe nasal therapy for bay fever, 
rhinitis, polyposis and similar aller- 
gic conditions. Spray bottles of 15 mil. 





EYE DROPS 
. * 3 
Hydroptie 
‘HYDROCORTONE’- NEOMYCIN 
For inflamraatory lesions of the 


eye, especially when infection is 
present. Plastic applicator of 5 mi. 





Fuller details on application 
{TST} MERCK SHARP & DOWME LIMITED 


HODDESDON, HERTS 
Product names im inverted commas are Trade Marks 




















Diagnosis: Obstinate 
eczema of the face. 
Photograph taken before 
treatment with “ F99."" 


Photograph taken after 
18 weeks’ treatment with 
one **F99" capsule and 
one application of ** F99”"" 
ointment daily. 
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OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS 
FURUNCULOSIS 


It has been shown beyond question by 
large scale serum-lipids studies that a 
pe proportion of patients suffering 
rom intractable skin conditions have a 
deficiency of the essential fatty acids. It 
is not possible to carry out these studies 
in everyday F aeeare but any patient with 
eczema or furunculosis who fails to re- 
spond to symptomatic treatment should 
most certainly be tried with essential fatty 
acids * F99."" A high proportion of these 
atients will be found to respond. 
nm gravitational ulcers, where the skin is 
“under-nourished,” the application of 
additional essential fatty acids rarely fails 
to heal the wound. 


Literature on request 
























ELIXIR 


FOR NEURASTHENIA AND ANXIETY STATES 





This pleasantly flavoured elixir contains Phenobarbitone to- 
gether with Vitamins Bl, B2, B6 and Nicotinamide. Ideally 
suited for the treatment of various conditions associated with the 
B complex deficiencies such as general fatigue, anorexia, gastro- 
intestinal disturbances, tachycardia, irritability and depression. 
FORMULA: Phenobarbitone B.P. } grain, Aneurin Hydro- 
chloride B.P. 1.5 mgm., Riboflavine B.P. 1.0 mgm., 7 ridoxine 
Hydrochloride B.P.C 6. 17 mgm., Nicotinamide B. P. i 0 mgm., 
Glycerin B.P. 42 minims, Alcohol B.P. 9 minims, Colour and 
flavour a sufficiency, Base to | fluid drachm. 


| Porson | =| si | | sa | 
eome 7 x : Inscrew-capped bottles: 5 fi. ozs. 5/10; 20 
fi. ozs. 21/8; 80 fi. ozs. 76/10; Subject to professional discount. 


Dispensing packs cuamene from purchase tax. 
Samples avail. on request. 
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THE SAFEST 
ANO BEST 
\C PREPARATION 


OF OPIUM 
_— 





Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. it has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after-effect; 
usually attributed to opiates. it can be given over a 
considerable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-0z., 8-oz. and !6-oz. bottles and for 
injection in }-oz. rubber-capped bottles, sterile, ready 

for use 


\ 


a FERRIS & CO LTD 


uURISTOL 





‘A splendid 
nightcap 
and it’s 
nourishing too!’ 














ee 


Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 


sleep sweeter 


BOURN-VITA 


made by CADBURYS 


be 





From milk to mixed diet 
HOW HEINZ STRAINED FOODS HELP 


Mothers of three or four-month-old babies 
often need your practical advice about how 
to start baby on a mixed diet. 

When you suggest Heinz Strained Foods 
you can do so with complete confidence, 
The 19 different foods, introduced gradu- 
ally from about three-months onwards, 
between them offer scope for a varied 
diet. They are cooked and strained under 
strictly controlled conditions, with the 
minimum loss of food values. And, of 
course, they are prepared much more 
hygienically than they would be in an 
ordinary kitchen, 

For full details of the nutrient values of 
the 19 varieties of Heinz Strained Foods, 
write to Dept. T7, H. J. Heinz Co. Ltd., 
Harlesden, London N.W.10. 


HEINZ” 
Strained Foods 


MBaT BROTES SOUPS - VBEGRTABLES - SWEETS « CEREAL 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS. 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.|. 
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+ 
4 2/0 i = 
Equal to £7-16-7 PER CENT GROSS 
Guaranteed for a fixed investment 5 years period, . 
STATE 3 
s 
isSUPE Godt, Cem elaine: 
* 
or ° usual investment, equal to £6-19-2 per cent gross where 
o the standard rate of 8/6 is payable. . 
MAXIMUM SECURITY 
%* Easy withdrawals %* Any amount accepted up to £5,000 e 
% Income Tax borne by the Society | %& No depreciation 
Over 25 years of progressive empansion e 
ASSETS NOW EXCEED £5,500,000 e 
Full particulars from the Secretary : STATE BUILDING SOCIETY 
30 State House, 26 Upper Brook St., Park Lane, London, W.1 Tel. : MA Yfair 8161 
e 





Bacteriologically tested 
and specially designed for 
the prevention of 

droplet infection 

After many bacteriological experiments 
this mask was designed to arrest all 
droplets from the mouth and nose, and 


se to prevent contamination during 
operation. The “ Cestra ” Mask consists 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office : King’s Bourne House, 229/23! High Holborn, 
London, W.C.1 Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 











* Cestra Mask 


FOR SURGEONS AND NURSES 















of four layers of fine dental gauze. It 
fastens securely under the chin, has an 
air gap at the sides, is comfortable to 
wear for long periods and may be easily 
sterilised. 
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NEW ENGLAND JOURNAL OF MEDICINE 


special concession 
—— — — — — rate for subscribers to 
The Practitioner 


As announced in the January number of The Practitioner (p. 3) 

arrangements have been made for subscribers to The Practitioner to 

receive the New England Journal of Medicine weekly at a reduced annual 

subscription. This will be $9.00 (£3 5s.), instead of the usual overseas 
subscription rate of $10.50. 


Orders for the New England Journal of Medicine, accompanied by 
remittance, should be sent to: The Publisher, The Practitivner, 
5 Bentinck Street, London, W.1. 























BINDING CASES 


Binding cases for Volume 178 (January to June, 1957) 
% and previous volumes are now available in green cloth 
with gilt lettering, price 5s. 6d. each, post free. 


The cases are made to hold six copies of the journal 
% after the advertisement pages have been removed; they 
are not self-binding. 


Alternatively, subscribers’ copies can be bound at an 
% inclusive charge of 13s. 6d. per volume; this includes 
the cost of the binding case and return postage. 


Send your order, with remittance, to: 


The Bookbinding Department 
THE PRACTITIONER 


5 BENTINCK STREET, LONDON, W.1 
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Eskacillin 


Children are available in three sizes — 
,~ © big 


‘ Eskacillin’ is available in three strengths—100, 200, and 300. 





If you match the strength of ‘ Eskacillin’ to the size of the child 
you can prescribe simply 2 standard medical teaspoonfuls t.i.d. 


Very simple. Kid’s stuff, really. 


undorS Chkacillin 100 
S-1+ Cskacillin 200 2 tent 
aver! Chkacilin 300 


the children's penicillin 


@) Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SE5 


EC:PAI57 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 


PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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©. . a mixture of the male and female hormones was more 
efficacious than estrogen alone.” Brit. Med. Journ. 19$3 (July 25), 2.214 










The association of methyltestosterone and ethinyleestradiol in 
Mepilin produces a more complete response in the treatment 
of menopausal disorders than can be obtained by the use of 
oestrogens alone. An increased feeling of confidence and well- 
being is produced which is both mental and physical. 

The presence of methyltestosterone enables a reduction in 
oestrogen dosage to be made; thus undesirable side effects 
such as breast turgidity and pelvic congestion are avoided and 
the risk of withdrawal bleeding is reduced. 


‘MEPILIN’ 


TRADE MARK 


TABLETS & ELIXIR 












Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Table: 
contains ethinylestradiol 0.01 mg. and methyltestosterone 3 mg. 









*‘MEPILIN’ TABLETS. Bottle of 25 at 4 - and 100 at 12/- 


“MEPILIN’ ELIXIR. Bottle of 4 fl. oz. at 6/- and 500 ml. at 206 
Basic N.H.S. prices. 







DOSAGE: Menopause and geriatric conditions: 
average cases—3 tablets or 3 teaspoonfuls 
daily. Inhibition of lactation—3 tablets or 3 
teaspoonfuls 3 times daily for 4 days followed 
by 2 tablets or 2 teaspoonfuls 3 times daily 
for 2 days. 













Literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 


mer £541 
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THE EpiDEMIOLOGY OF CANCER OF THE BREAST 
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To the Publishing Dept., THE PRACTITIONER, 5 Bentinck Street, London, W.1. 
I enclose remittance value £2 : 2s. (Medical students and first year practitioners £1 : 58.) 
Please send me 

THE PRACTITIONER post free for one year beginning with the.......... number 


Name and Degrees...... 


Address ... 
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NEUTRAPHYLLINE 


Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


SOLUBLE -° STABLE ~* # NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 
It occurs in the form of a bitter crystalline powder, very 
soluble in water. Its aqueous solutions are neutral in 
reaction. It is completely stable, well tolerated and five 
times less toxic than aminophylline. 
The clinical advantages of NEUTRAPHYLLINE in the 
treatment of angina pectoris, myocardial infarct, coro- 
nary disease, cardiac dyspnoea, hepatic colic and asthma 
are :— 


(a) Intramuscular injections are painless ; 

(b) Intravenous injections are perfectly well tolerated; 

(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 


suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


{ , 
| CONTINENTAL ------- 
.-__- BABORATORIES LED 


101 GREAT RUSSELL STREET, LONDON, W.C.1 
Telephone: MUSeum 2042-3 and 0626 Telegrams: “TAXOLABS,” Phone, London 

















Printed in Great Britain by F. J. Parsons Limited, Lennox House, Norfolk Street, London, VWV.C.2, 


published by The Practitioner Limited, at 


ee a en 
——ss “% Te 


eT 


of The 


aoe 


= 


SN 


e 
# 


Z 
A 
ed 


Permit the hay fever patient 


to get out and about 


The hay fever patient views the summer months 
with dread, but his anticipation and indeed, the realis- 
ation of his pleasures and activities need not be 
marred. With modern therapy, the distressing symp- 
toms can be adequately controlled. 


Piriton, an improved antihistamine, is unexcelled in 
the degree and speed of relief that it affords and its 
freedom from side-effects. 


Piriton is available in a wide range of practical 
dosage forms to suit all ages. 


PIRITON 


(Chlorpheniramine maleate) 


Piriton Duolets in bottles of 25 and 250 Duolets; Piriton LS agg 
in bottles of 25 and S00 tablets; Piriton Injection in am 

1 cc. in boxes of 5 and 100 ampoules; Piriton Syrup in oS of 
4 fluid ounces. 
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5, Bentinck Street, London, W.1. Registered at the G.P.O, for 
transmission at Magazine Rate to Canada. 





